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Hospital! Library 


Out-Patient 
Channelling 


Hospirats handling a great volume of 
out-patient traffic, utilize Telescriber Sys- 
tems to facilitate fast, smooth out-patient 
channelling. 


TelAutograph telescribers connect Out- 

Patient Admitting Office to Files, X-ray, 

Dental, Pharmacy, Doctors’ Offices, etc. 

Upon admicei-~ *‘’- nurse in charge tele- 

name to Files and 

ich he will be treated. 

3 are promptly sent 

_’ to that department. 

ine patient does not handle his records. 

This greatly reduces the incidence of lost 
or misplaced records. 


TelAutograph Corporation's trained sys- 
tems specialists will be glad to discuss 
your intra-hospital communication prob- 
lems with you. For further details, litera- 
ture or to have an analysis made without 
obligation write to Department A-1. 


When writing for information, ask 
for details on the newest telescriber 
teature — simulated forms on your 


Te. raph CORPORATION . hospital telescriber transceivers. 
New York 23, New York 
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MANY GOOD FUND RAISERS 
... BUT FEW Hospital Specialists 




















A Fund Raising Organization 
—of Hospital Experts 















—for Hospital Campaigns 


%& Hospital campaigns present problems dis- 
tinctly different from those of any other 
type of campaign. 


¥% In addition to competent newspapermen, 

writers, able speakers and experienced 
hospital campaign organizers, Haney 

Associates’ staff includes a corps of suc- 
cessful Hospital specialists and adminis- 
trators. 


% Because of this background our staff sym- 

pathetically interprets the hospital story 

to the public and assists Hospital Boards 
in the solution of their problems. 


%& When your Board’s next fund raising 
problem arises, your first move toward 
campaign victory will be to request a 
Haney consultation . . . without any 
obligation or expense. 





WRITE FOR COMPLIMENTARY REPRINT OF “HOSPITALS” 
ARTICLE “PRELIMINARIES TO A SUCCESSFUL FUND DRIVE.” 


unnnles A. Haney & Associares, Ine. | 


259 WALNUT STREET, NEWTONVILLE 60, MASSACHUSETTS 
‘ HOSPITALS 

















of iffective Penicillin Concentration 


WITH A SINGLE 1-CC. DOSE @ HERE Is TRUE REPOSITORY THERAPY: small 


dosage; infrequent injection schedule; yet prolonged 












periods of therapeutic penicillin concentration. That 














BBOCILLIN-DC every 48 hours, for 4 inje is the clinical record of 600,000-unit ABBOCILLIN-DC, 





the new double-concentration repository penicillin. 


075 Experience shows that a single 1-cc. dose every 48 























os ie? i 50 50 hours is adequate for the treatment of ordinary 














penicillin-susceptible infections. 
0.25 } 
ABBOCILLIN-DC is valuable, too, in the treatment of 


infections requiring high concentration for extended 


lac. dose 


periods, since a cumulative effect results when 
administered in 1-cc. doses at 12 to 24-hour intervals. 
= a, Also recommended for prophylactic use in conditions 
0 C [ | \ | = where secondary infections may occur. Ready for 
instant use; flows freely through the needie; contains 


Penicillin G Procaine in Aqueous Suspension ; : 
no oils or waxes; may be stored at ordinary room 


| 600,000 UNITS temperature. In single 
| DOUBLE CONCENTRATION _inits and boxes of 12. 


s in B-D* 1-cc. Disposable Cartridge Syringe 


*T. M. Reg. Becton, Dickinson & Co. 
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AMERICAN HOSPITAL ASSOCIATION 


Mid-Year Conference—Feb. 9-10; Chicago 
(Drake Hotel). 

53rd Annual Convention—Sept. 17-20; St. 
Louis. 


REGIONAL MEETINGS 

Carolinas-Virginias Hospital Conference— 
April 26-27, 1951; Roanoke, Va. (Roanoke 
Hotel). 

Maryland-District of Columbia-Delaware Hos- 
pital Association—Nov. 26-27; Washing- 
ton, D. C. (Statler Hotel). 

Middle Atlantic Hospital Assembly—May 
23-25, 1951; Atlantic City (Convention 
Hall). 



















Midwest Hospital Association—April | 1-13, 
1951; Kansas City, Mo. (President Hotel 
and Municipal Auditorium). 

New England Hospital Assembly—March 
26-28, 1951; Boston (Statler Hotel). 
Southeastern Hospital Conference—April 4- 
6, el St. Petersburg (Vinoy-Park Ho- 

tel). 

Tri-State Hospital Assembly—April 30-May 
2, 1951; Chicago (Palmer House). 

Upper Midwest Hospital Conference—May 
16-18, 1951; Minneapolis (Nicollet Hotel). 

Association of Western Hospitals—April 30- 
May 3, 1951; Los Angeles (Biltmore 
Hotel). 
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The BIRTHRIG 
of | ‘i 
EVERY AMERICA 
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f , . . . . . Te 

he hea -very American is the confidence in his ability to 
‘e to make his own decisions—free to choose his 
course in life. FREEDOM OF CHOICE is the American way. 


We too, as an American corporation engaged in both national and 
international business, attribute our present position to the merits of 
our products and to the freedom to make our own decisions. Our 
workers are our only stockholders, with all the individual responsi- 
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bility that statement implies. 
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For 38 years Puritan has never failed its customers in the prompt 
delivery of medical gases, regardless of wars, transportation inter- 
ruptions and other exigencies. And not once, in the 
millions of cylinders delivered, has it failed in quality 
of product. You can depend on Puritan. 























PLEASE NOTE: You can secure PURITAN prod- 
ucts of highest quality, long-established repu- 
tation, and at the best of prices, without the 
necessity of a signed contract. 

DEALERS IN MOST PRINCIPAL CITIES 


uritan Compressep Gas Corporation 


“Puritan Maid” Anesthetic, Resuscitating and Therapeutic Gases and Gas 
Therapy Equipment, including Hospital Oxygen Piping System Equipment. 


CHICAGO 
BOSTON 


KANSAS CITY 
BALTIMORE 





CINCINNATI 
NEW YORK 


DETROIT ST. LOUIS 


ATLANTA 


ST. PAUL 
DALLAS 











STATE MEETINGS 


Alabama—March 9-10, Birmingham (Thomas 
Jefferson Hotel). 

Arizona—Feb. 16-17, 1951; Phoenix (Adams 
Hotel). 

Arkansas—May 15-16; Hot Springs National 
Park (Arlington Hotel). 


British Columbia—Oct. 16-19; Vancouver 
(Vancouver Hotel). 
Georgia—February 23-24, 1951; Atlanta 


(Biltmore Hotel). 

Indiana—May 23-24; -French Lick (French 
Lick Springs Hotel). 

Kansas—Nov. 8-9; Topeka. 

Kentucky—April 10-12, 1951; Louisville (Ken- 
tucky Hotel). 

ee 26; Boston (Statler Ho- 
tel). 

Nebraska—Nov. 15-16; Omaha. 

New Jersey—May 24, 1951; Atlantic City 
(Convention Hall). 

New Mexico—May 
Fonda Hote!). 

Ohio—April 2-5, 1951; Cincinnati (Nether- 
land-Plaza Hotel). 

Tennessee—May 3-5, 1951: Chattanooga 
(Read House). 

Texas—April 24-26, 1951; San Antonio (Mu- 
nicipal Auditorium). 


OTHER MEETINGS 

American Association of Medical Record 
Librarians—Sept. 17-20; St. Louis (Kiel 
Municipal Auditorium). 

American Association of Nurse Anesthetists 
—Sept. 16-20; St. Louis (Kiel Municipal 
Auditorium). 

American College of Hospital 
trators. Fellows’ Seminar—Dec. 
University of Chicago. 

American College of Hospital Administra- 
tors—Sept. 15-17; St. Louis (Kiel Munici- 
pal Auditorium). 

American Protestant Hospital Association, 
Association of Episcopal Hospitals, Asso- 
ciation of Methodist Hospitals, Board of 
Hospitals and Homes of the Methodist 
Church, Commission of Benevolent Insti- 
tutions of the Evangelical and Reformed 
Church and Southwide Baptist Hospital 
Association—Feb. 28-March |, 1951; Chi- 
cago (Congress Hotel). 

Annual Conference of Blue Cross and Blue 
Shield Plans—April 16-19; Biloxi (Buena 
Vista Hotel). 

Blue Cross-Blue Shield Hospital and Physi- 
cian Relations Conference—Feb. 1-3; Chi- 
cago (Knickerbocker Hotel). 

Catholic Hospital Association — June 2-5; 
Philadelphia (Convention Hall). 

Hospital Accounting Clinic and Workshop. 
sponsored by the American Association of 
Hospital Accountants—July 22-27; Bloom- 
ington, Ind. (Indiana University). 

47th Annual Congress on Medical Education 
and Licensure, under the auspices of the 
American Medical Association Council on 
Medical Education and Hospitals and the 
Federation of State Medical Boards of the 
United States—Feb. 12-13; Chicago (Pal- 
mer House). 

Second Postwar Congress of the Interna- 
tional Hospital Federation — July 15-21; 
Brussels, Belgium. 

World Medical Association — Sept. 15-20; 
Stockholm, Sweden. 

INSTITUTES—See news section. 
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protection for the infant 


SHIELDED BASSINETS WITH INDIVIDUAL DRESSING TABLES PROVIDE 
SAFEGUARDS AGAINST AIR-BORNE BACTERIA AND CROSS-INFECTION 


IN guarding against infection of the new- 
born, hospitals are increasingly concerned 
with obtaining the latest and best type of 
equipment for nursery use. Blickman-Built 
Combination Bassinets and Dressing Tables 
are designed to assure safe nursery technics. 
Basic features of construction provide the fol- 
lowing safeguards: 


1. CUBICLE-TYPE DESIGN with safety glass 
panels on three sides — protects against air- 
borne bacterial infection and impetigo. 


2. INDIVIDUAL DRESSING TABLE assures 
asepsis, minimizes danger of contamination 
and epidemic diarrhea. 


Other models of Blickman-Built Bassinets and 
Dressing Tables are available for specific hospital 
requirements. Write for further information. 


Above: BERGMAN Glass-Sided BASSINET and 
DRESSING TABLE. One glass side lowers to pro- 
vide easy access to infant. Dressing table pulls out 
from narrow side. Drawer holds required utensils ,in 
removable tray. Storage compartment below with 
disappearing-type door. Entire unit made of fin- 
est enameled steel or stainless steel in welded, 
crevice-free construction. 


Right: MERCY Glass-Sided BASSINET and 
CLOSED VIEW showing DRESSING TABLE. Safety glass shields on three 
compact, space-saving sides. Dressing table slides out. Specially-designed 
design. Dressing table quarter-circle drawer swings out, holds necessary 
slides out to provide in- utensils. Large storage compartment below for 
dividual work space. sterile linen and other supplies; has disappearing- 
type door. Unit available in enameled steel or 
stainless steel. 





ROOMING-IN TECHNIC — Because of their mobility, the 
Bergman and Mercy models illustrated are highly recom- 
mended to hospitals using the Rooming-In method. The 
safety glass sides afford protection against air currents 
when bassinets are wheeled from adjacent nursery to 
mother’s bedside. These units give cubicle protection to 
the infant while in the mother’s room. 





INQUIRIES INVITED... regarding your equipment problems, Room 
loy-outs, specifications and prices furnished without obligation on 
your part. Send for illustrated catalogs describing complete **Con- 
queror Line'’ of Hospital Equipment. 








Send for NURSERY CATALOG NO. 11 NEC 
IWustrates and describes numerous models of bassi- 
nets as well as many other recent developments in 
nursery and pediatric equipment. 
ae WHEN CLOSED, the Mercy model pro- 
$. Blickman, Inc., 3801 Gregory Ave., Weehawken, N. J. ’ ; J 
New England Branch: 10 High St., Boston, 10, Mess. vides @ compact unit for cubicle use. 


Blickman-Built 


; Hoifre “ad Cguep mond 
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In order to have a more self- 

sufficient operation, 76-bed 
Fairview Hospital installed an “AMERICAN” 
planned and equipped laundry. After the first two 
months’ operation, a careful check of their cost 
figures showed that the new laundry had saved 
the hospital $332 per month. Faster return of 
linens to service . . . smaller linen inventory re- 
quired . . . better quality work . . . were additional 
benefits reported. 


YOU TOO, may be adie to make similar sav- 
ings with an American planned and equipped 
laundry, or by modernizing your present laundry 
department. 


Consult our Laundry Advisor...He will make a 
thorough analysis to determine whether you are 
handling your soiled linen problem most efficiently 
and economically. If justified, he will recommend 
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At Fairview Hospital, linens and uniforms are quickly 
washed sterile-clean in 36x54” CASCADE Washer, and 
22x25” CASCADE End-Loaded Washer (being unloaded). 
At right, 30” Extractor gently removes excess water from 
washed work to prepare it for fast ironing or drying. 


Flatwork is beautifully and quickly ironed on 2-Roll STREAM- 
LINE Flatwork Ironer, left. With SUPER-ZARMO and SUPER- 
ZARMOETTE Press Unit (right), one operator completely 
machine-irons uniforms at exceptionally low cost. 


proper laundry equipment to meet your hospital’s 
particular needs. He will submit a detailed floor 
plan for the laundry layout . . . suggest the most 
economical, efficient method of operation. The free 
services of our Laundry Advisor are available to 
Hospitals, large or small, without- any obligation 


whatever. WRITE TODAY. 


Remember... Every Department of 
Your Hospital Depends on the Laundry. 


» ANTERICAN 


LAUNDRY MACHINERY CO. 


CINCINNATI 12, OHIO 











AST MONTH I mentioned my at- 
tendance at the meeting of the 
Council on Government Relations 
as well as of the Committee on In- 
ternational Relations of the Asso- 
ciation. Both meetings were held 
in Washington on succeeding days. 
I should like to report in greater 
detail on a few of the most impor- 
tant subjects of discussion at the 
meetings. 


Asssone THE ITEMS of most signifi- 
cance discussed was the effect of 
mobilization on our hospitals, with 
particular relation to the drafting 
of interns, residents and other 
members of the staff. We are for- 


tunate in having on our Council on 
Government Relations Dr. John B. 
Pastore, a member of the Advisory 
Committee on Health of the Na- 
tional Security Resources Board. 
While Dr. Pastore may not, of 
course, release any confidential in- 
formation, this does make it pos- 
sible for us to obtain at a very early 
moment reliable and accurate in- 
formation serving as a valuable 
guide in our thinking and planning. 
We may well be encouraged by the 
assurance of the proper interest of 
representatives of government in 
the welfare of our hospitals and 
also of the practical approach to 
the need for the conservation of 





Temperature — 


(ESSENTIALS OF PROPER AUTOCLAVING) 





Time —Steam 


DIACK CONTROLS Check Temperature 
(250°) 


DIACK CONTROLS Check Time 


(15 Mins. minimum in normal load ) 


DIACK CONTROLS Check Steam 


(Only source of heat is steam—it must therefore 
be present to cause tablet fusion ) 


Reason most hospitals buy Diacks is that they're 
easy to use and as near fool-proof as a good 
scientific device can be. 


Diack Contwls 


1847 NORTH MAIN STREET 
ROYAL OAK, MICHIGAN 


10 


SMITH AND UNDERWOOD—Sole Manufacturers Diack Controls and Inform Controls 











our civilian resources in the fields 
of health and medical and hospital 
care. It is, of course, important to 
have in mind that during wartime 
conditions change rapidly, affect- 
ing all previous planning. 

Among the other important items 
which received justified considera- 
tion, were: (a) The reduced ap- 
propriation under the Hospital 
Survey and Construction Act; (b) 
amendments to the Social Security 
Act providing for the first time 
old age security to employees of 
our voluntary hospitals, and (c) 
the subject of taxation of employ- 
ees’ maintenance. Members of the 
Association will be informed in 
greater detail in relation to ulti- 
mate decisions and needed action. 

The Committee on International 
Relations, under the chairmanship 
of Dr. Don Smelzer, discussed in 
detail the responsibility of the As- 
sociation to international bodies in 
the hospital field. 


I AM HAPPY to comment on the 
very excellent annual meeting of 
the Maryland-District of Colum- 
bia-Delaware Hospital Association, 
where I was privileged in my ad- 
dress to pay tribute to Governor 
Lane and Mayor D’Alesandro, who 
also graced the occasion, and to 
thank them for the part they played 
in making possible generous grants 
for the reimbursement of voluntary 
hospitals for care received by in- 
digent and medically indigent per- 
sons. 

It was the privilege of your pres- 
ident to participate at this meeting 
in an intriguing round-table rep- 
resenting a mock coordinating com- 
mittee meeting of the American 
Hospital Association under the 
chairmanship of George Bugbee, 
with Dr. Ed Crosby, John Hayes, 
Dr. Jack Masur, Bill McNary, and 
Bert Whitehall participating. These 
officials of important Association 
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One case of these sponges 
saves [6 hours’ time 


RONDIC Sponges ideal 
for wide variety 
of hospital uses 


It takes 15 seconds or more for your nurses to 
make each ‘“‘cherry’’ sponge by hand. That’s more 
than 16 hours to make 4,000—and this labor plus 
the materials costs substantially more than a case 
of 4,000 Rondic Sponges. 

Rondic Sponges are easily handled with forceps, 
do not stick together. Cotton-filled, gauze- 
wrapped, with gauze ends tucked inside and held 
securely. Round, soft, absorbent. Made by ma- 
chine for greater uniformity. In 4 convenient sizes. 

Here’s a check list of uses for Rondic Sponges in 
different departments of your hospital. Look them 
over. Check the dressings you mow use in these 
departments. Compare these dressings with 
Rondic Sponges, and see for yourself where Rondic 
can give you better service at less cost! 


Operating Room 
1. For “‘prepping’’ 
2. For ‘‘sponge-stick’’ sponging oe 
3. For tonsil sponges RONDIC Sponges are available in 4 convenient sizes 
4, For blunt dissection 
5. For sponges in vaginal aad rectal repair 


Central Supply or Floors 


1. For wiping or protecting hypodermic needles 


uU ¥ eat tty 


2. For cleansing the skin when 


* 
dressings are changed 
3. For “‘prepping”’ C Pp i F [ C 
Emergency Dept. : 


1. For alcohol sponges (or other medication) 
| (BAUER & BLACK) CLULETIE OE 


mace of The Kendall Company 
*Reg. U. S. Pat. Off. 
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convince yourself of their speed and 
specificity. Available through your 
regular source of supply or directly 
from Hyland Laboratories. 
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councils presented reports making 
it possible for a good-sized audi- 
ence, very representative of a cross 
section of our membership, to ob- 
tain a picture of the functioning of 
our councils and coordinating com- 
mittees. It was possible for me to 
emphasize the deliberate and thor- 
ough way in which the organiza- 
tional structure of our Association 
makes it possible for us to arrive 
at important ultimate decisions. 


Rseun THE Baltimore meeting, 
Mrs. Wilinsky and I attended the 
78th annual meeting of the Ameri- 
can Public Health Association in 
St. Louis. It was a privilege for me 
to represent our Association at the 
conference of this important na- 
tional ally in the field of public 
health. During my stay in St. Louis, 
I was invited to meet with the 
medical advisory committee of the 
Jewish Hospital of St. Louis. The 
discussion centered about some of 
the recommendations that I made 
early last winter for the integra- 
tion of acute, convalescent and 
chronic care facilities. These rec- 
ommendations have received the 
generous endorsement and support 
of the board of trustees as well as 
the staff of the hospital. 


F ROM ST. Louis I journeyed to 
Pittsburgh and addressed the class 
in hospital administration of the 
University of Pittsburgh School of 
Public Health, under the able di- 
rection of our good friends, Dr. 
Parran and Dr. Crabtree. The sub- 
ject of discussion was, in substance, 
the integration of public health, 
medical care, and hospital facili- 
ties into one coordinated effort 
and program. I was also privi- 
leged, during my Pittsburgh stay, 
to address the board of trustees of 
Montefiore Hospital, who are con- 
cerned now with the development 
of an expanding program includ- 
ing the establishment of facilities 
for chronic care, the development 
of teaching and the construction of 
a large new nursing home. 


I AVAILED MYSELF of the very gra- 
cious invitation of the Michigan 
Hospital Association to participate 
in its annual meeting in Detroit, 
and I enjoyed every minute of it. 





Among the groups with whom I 
was privileged to meet were those 
attending the breakfast of the 
Michigan members of the Ameri- 
can College of Hospital Adminis- 
trators and the Michigan women’s 
hospital auxiliaries of the state as- 
sociation. In addition to my morn- 
ing and afternoon sessions, I at- 
tended a delightful party sponsored 
by the trustees of the Children’s 
Hospital, of which our able fellow 
member, Mildred Riese, is the ad- 
ministrator. This was followed by 
a well-attended banquet of the 
membership, on ‘which occasion I 
spoke on “The Community, the 
Hospital and the Hospital Stand- 
ardization Program.” 

It was a privilege, too, to be the 
guest of Bill McNary, chairman of 
our Blue Cross Commission, at a 
luncheon of the Michigan Blue 
Cross plans. During my stay in De- 
troit, I also enjoyed addressing a 
group concerned with the raising 
of funds for the building and 
equipment of a planned Jewish 
Hospital. 


M ANY OF THE members, I am 
sure, have read in the papers a re- 
cent release about a meeting of our 
representatives with those of the 
American College of Physicians and 
the American Medical Association 
to discuss in further detail the pro- 
posed Commission on Hospital 
Standardization, to include repre- 
sentatives of the above national or- 
ganizations. 

Our representatives at the con- 
ference were: The Right Reverend 
Monsignor John J. Healy, Dr. Tony 
Rourke, Dr. Art Bachmeyer, John 
Hatfield, George Bugbee and your 
president. I am happy to report 
progress as a result of free discus- 
sion of the composition of the com- 
mission, the number of representa- 
tives of each group, method of 
finance, and other details. The com- 
mittee appointed at the previous 
meeting (George Bugbee, Dr. 
George Lull, Dr. Paul Hawley and 
Dr. LeRoy Sloan) was instructed 
to bring back a functional plan 
which will be presented at the 
next meeting. 


Charles F. Wilinsky, M.D., President, 
American Hospital Association 
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GANTRISIN 
"ROCHE'? 





A new, safer sulfonamide with a wider anti- 
bacterial spectrum. 


same indications as other sulfonamides? 


More; it has been effective in some infections 
2 not responsive to other sulfonamides and anti- 
biotics, 


how about toxicity? 


High solubility prevents renal blocking. Inci- 
dence of other reactions is also very low. 


should the patient be alkalized? 
Not necessary with Gantrisin® because of its 
high solubility. 

how about cost? 


Gantrisin is so economical that it can be pre- 
scribed without straining the patient’s budget. 


HOFFMANN-LA ROCHE INC. 
Roche Park + Nutley 10 + New Jersey 
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ON RATES TO OUT-OF-TOWN PATIENTS 


66 HEN I waAs IN the hospital, 

I paid a day, and John 
Doe, who lives in the next county, 
didn’t have to pay any more than 
I. It isn’t fair, when I pay taxes 
here and he doesn’t.” 

Such is the complaint that is 
heard at times from some citizens, 
and such is the problem that con- 
fronts hospital administrators. 
Four of them have expressed their 
opinions on the subject in answer 
to the question: “Regardless of 
present practice in your commu- 
nity, do you think out-of-town 
patients should be charged at a 
higher rate for room service than 
local patients who contribute to 
the hospital’s maintenance through 
taxation?” 





Trade of out-of-town patient 
increases local wealth 


I QUESTION THE VALUE of a higher 
room charge for patients who do 
not pay taxes to help support such 
a hospital. Ordinarily a hospital is 
an extremely important factor in 
bringing trade into a community 
from surround- 
ing areas. The 
patient, his rel- 
atives and vis- 
itors contribute 
to the wealth of 
the community 
in which the 
hospital is lo- 
cated by patron- 
izing many of 
the businesses in 
the community. 
The additional income brought into 
the community from such a source 
more than offsets any possible fi- 
nancial advantage that could come 
from charging out-of-town pa- 
tients more than residents. Every 
progressive chamber of commerce 
is alert to possibilities for extend- 
ing the trade area of the city it 
represents, and a progressive group 
of merchants frequently is willing 
to spend large sums for such pur- 
poses. 

Even though the out-of-town 
guest does not pay taxes for ‘the 
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support. of such an institution, it is 
also reasonable to assume that 
many persons living in the com- 
munity do not pay taxes for this 
purpose. Should the nontaxpaying 
resident also be charged a premi- 
um on the rate for his room serv- 
ice? 

Most hospitals welcome out-of- 
town patronage. To many hospitals 
it means an important source of 
revenue. It is likely that the cost 
per patient day might possibly be 
higher if it were not for the vol- 
ume of such patronage. Why dis- 
courage the out-of-town patient 
by charging him more for his room 
service if he helps keep the cost 
per patient day lower than it might 
otherwise be? The day may come 
when we wish we had more out- 
of-town business. 

I would not hazard creating a 
public relations problem that 
would jeopardize out-of-town pat- 
ronage by resorting to such a prac- 
tice—RICHARD LUBBEN, adminis- 
trator, Bozeman (Mont.) Deaconess 
Hospital. 


Hospitals’ published rates 
should prevail for all 


DEFINITELY, OUT-OF-TOWN pa- 
tients should not be charged more 
than those in the community. The 
published rates of the hospital 
should prevail for everyone. Pref- 
erence, of course, to admission of 
the indigent in 
the community 
should be given. 

By agreement 
with our local 
Blue Cross or- 
ganization, out- 
of-town mem- 
bers of Blue 
Cross plans are 
admitted at the 
same rates as 
our local plan 
members, and the hospital bill is 
paid by the local plan on a recipro- 
cal basis. Persons who do not re- 
side in the community of the hos- 
pital and who may live in a com- 
munity where hospital facilities 











are not fully developed and where 
they cannot obtain specialist med- 
ical advice or treatment should be 
encouraged to come to metropol- 
itan areas and be received with 
sympathy, kindness and equality. 
If they pay private room or even 
semi-private room rates, they are 
initiated as full pledged taxpayers. 

When we go to “Picnic Village” 
in the country, our railroad fare 
will be the same as that paid by 
the poor fellow who gave his ad- 
dress on admission last week as 
“Picnic Village” and who came 
from there on the same transporta- 
tion facilities that we use. The vil- 
lager did not request that we be 
charged an extra rate because we 
wanted to get a breath of their 
fresh air away from the sweltering 
city!—BERNARD McDERMOTT, di- 
rector, Long Island College Hospi- 
tal, Brooklyn. 


All bills should be on true 
cost of hospitalization 


THIS QUESTION AS applied in Cal- 
ifornia could refer only to hospitals 
operated by governmental agen- 
cies. In this state, tax funds cannot 
be used to maintain voluntary hos- 
pitals, except in payment for spe- 
cific patients 
hospitalized 
therein. The 
welfare code 
and court deci- 
sions make it 
mandatory for 
county hospitals 
to provide care 
for indigent pa- 
tients, and other 
patients who 
are admitted 
must pay the true cost for services 
rendered. The following quotations 
from the Fourth Appellate Court 
Civil Case No. 1761 are important: 

“It must be conceded that while 
the board of supervisors has the 
general power to adopt rules and 
regulations for the operation of the 
Kern County Hospital, that power 
must be exercised within the limits 
of its constitutional powers. It 
must be further conceded that if 
its acceptance for hospitalization 
of patients who themselves or 
through legally liable relatives can 
provide efficient hospitalization 
elsewhere amounts to a gift of 
public funds to private persons 
which is prohibited by Section 31 
of Article IV of the Constitution, 
its continuance may be enjoined by 
the courts. 

“The defendants estimated the 
cost of hospitalization in the coun- 
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Adaptable to existing installa- 
tions of “American” cylindrical 
and rectangular Surgical Supply 
Sterilizers, Milk Formula Steri- 
lizer-Disinfectors and Steam 
Jacketed Laboratory Autoclaves 
—RECESSED OR OPEN 
MOUNTED—now equipped with 
Top Operating Valve. 





Yh IN ; NUTSHELL 


“push-button” 


[euon I, 


—a revolutionary unit which electromatically governs STERI- 
LIZING—EXHAUSTING—DRYING phases by simultaneous set- 
ting of 3 simple dial buttons . .. thus relieving operator for other 
duties during the entire period of the sterilizing cycle. 


Additional highlights— 
Permits greater load output 


Permits duplication of any required performance with accurate, split- 
second precision 


Operates manually in event of electric power failure 
Permits usual function of recording thermometer. 


WRITE TODAY for detailed information 
AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania | 
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ty hospital at $3 per day per pa- 


tient. In arriving at this figure no’ 


account was taken of a capital in- 
vestment of several hundred thou- 
sand dollars nor of depreciation. 

“The method used in reaching 
the daily cost per patient was so 
inaccurate and unbusinesslike that 
the result could not reflect the 
true daily cost to the county of any 
one patient. This must have re- 
sulted in gifts of county money to 
at least those patients who paid 
nothing and to those who paid only 


$3 per day and who were serious 
operative cases.” 

Other details of this and other 
court decisions emphasize that 
governmental agencies must know 
the true cost of hospitalization, and 
such cost cannot be determined by 
dividing the total patient days by 
the total budget, as it is evident 
that care of aged chronics costs a 
great deal less than care of acute 
surgical or accident cases. 

In practice, however, it is diffi- 
cult to compel governmental agen- 





ALL NEW! Explosion- roof 


Herb-Mueller ETHER-VAPOR and VACUUM UNIT 

































IMPORTANT FEATURES 


New, powerful, explosion-proof motor, with all connections and switches safety sealed 


A Preferred, Heavy Duty 
Unit For Combined 
Anesthesia and Surgical 
Suction— 


NOW BETTER THAN EVER! 








Particularly valuable in oral, 
throat, nasal and plastic proce- 
dures in which a mask cannot 
be used . . . the Herb-Mueller 
Unit is excellent, too, for ab- 
dominal or sinus drainage, 
bladder evacuation, and caesa- 
rean section. 





It ensures constant anesthetization with 
controlled ether-vapor flow—plus power- 
ful suction for every surgical need—amini- 
mizes the need for sponges and expedites 
the work of the surgeon. Utter dependa- 
bility has earned this unit an enviable 
reputation. It is safe, effective, sure—a 
heavy duty explosion-proof unit that re- 
quires a minimum of attention—an eco- 
nomical unit to save time and money in 
your operating rooms. 


to meet Underwriters’ Laboratories recommendations for use in hazardous locations, 
Class 1, Group C. ... Twin pumps create vacuum up to 25 inches of mercury, and 


spray pressure to 25 pounds... . Noiseless, vibration-free operation. . 


. . Reinforced 


steel cabinet rolls easily on 3” conductive rubber casters. . . . Quart and gallon suc- 
tion bottles, both with quick-change tops. .. . Complete with safety trap, ether warmer 
and filter. . . . Write today for the interesting, complete new descriptive folder. 


340 S. HONORE STREET 


\ Manufactured and Sold Exclusively By 
{Mueller and Company CHICAGO 12, ILLINOIS 
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cies to show true costs. The board 
of supervisors can tax for specific 
services, and usually the country 
hospital budget does not take into 
account services rendered for it by 
other county departments, such as 
auditor, civil service, retirement 
funds, purchasing, maintenance 
department and numerous other 
county agencies that are supported 
by direct taxes. 

Therefore, the logical answer to 
the question involved is that out- 
of-town patients should be billed 
for true costs of their hospitaliza- 
tion. To do otherwise in California 
would be a gift of public funds to 
private persons,- which is prohib- 
ited by the constitution.—RI1Tz E. 
HEERMAN, superintendent, the Cal- 
ifornia Hospital, Los Angeles. 


Place of residence should 
be no factor in charges 


OUT-OF-TOWN PATIENTS should 
not be charged a higher rate for 
room services than local patients 
who may pay taxes in the com- 
munity. The hospital should have 
the same rate to all patients, and 
the question of 
their residence 
should not enter 
into the picture. 
The free, or 


is another ques- 
tion. Nonprofit 
or tax-support- 
ed hospitals will 
be taking a dan- 
gerous step if 
they have two 
rates—one to apply to the local 
constituents and the other to the 
people outside the community.—E. 
M. COLLIER, administrator, Hen- 
drick Memorial Hospital, Abilene, 
Tex; 
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The moment a new aid for the fracture surgeon is per- 
fected and proved, we rush a complete description 
with illustrations to you. Today you find practically 
every appliance needed for treatment of fractures. 


Tomorrow, if a new splint or frame or instrument is 
developed, you can easily add the descriptive sheet 
to your catalog. You save searching, when ordering 
a new item. Your fracture surgeons immediately learn 
of latest advances. Patients in your hospital often may 
benefit from this knowledge. Pioneering, through con- 
stant research, brings you latest improved fracture 
appliances. Our new loose-leaf catalog keeps you 
abreast of this research. A sectional and alphabetical 
index make it easy to find any item. 


With each catalog you receive, on request, a 33" x 44" 
DePuy Fracture Chart for your splint room wall. Your 
chart shows pictures of all splints and many instru- 
ments, saves you time in ordering. Your price and 
suggested selling and rental prices are included. 


Originators of Fracture Appliance Service Plan 
ASK US ABOUT THIS 

On your request, our fracture appliance expert will 

regularly call on your hospital, examine your appli- 

ances and instruments, advise if any should be returned 

for reconditioning, list items that are out of stock. 

This time-saving service is without cost or obligation. 


STANDARD OF QUALITY 
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Dietary personnel 


What, approximately, is the comple- 
ment of employees for the dietary depart- 
ment in a hospital of 359 beds? Also, is 
it better to have the dinner meal at noon 
or at night in order to make the best use 
of the available personnel? 

WE DO NOT HAVE much informa- 
tion concerning the employee com- 
plement of the dietary department 
in a hospital of 300 to 400 beds. In 
a fairly recent study that was made 
of hospitals in the Middlewest and 
the Southwest, there was a wide 
range of meals per employee. These 
figures indicate that this range is 
from 13 meals per employee to 29. 
It is difficult to compare employee 
complement in hospitals as the type 
of service and the extent that the 
dietary department is responsible 
for the service control the number 
of employees. 

As to the scheduling of meals to 
the best use of your available per- 
sonnel, there has been a trend in 
hospitals to have the breakfast 
meal served later in the morning, 
that is, about 8:00 or 8:30, thus 
making it possible to bring on the 
dietary personnel later in the 
morning. Also, there has been a 
tendency to study the number of 
employees needed at the breakfast 
hour in order to have a minimum 
on duty at that time. This makes 
it possible to bring the large num- 
ber on for the noon and night meal. 

Many hospitals have changed to 
serving the luncheon meal for pa- 
tients and personnel at noon and 
the dinner to both groups at night. 
Dietitians report that there seems 
to be an advantage in having the 
heavier meal at night as there is a 
longer period between lunch and 
dinner than between breakfast 
and the noon meal. 

It has been my experience that 
the dinner meal consists of more 
standard items and, therefore, is 
easier to prepare than the lunch- 
eon meal, which often contains 
foods requiring more time for 
preparation. Dietitians have re- 
ported that when they changed to 
serving the dinner meal at night 
the time and effort in serving the 
night meal to the patients was re- 
duced. Furthermore, they felt that 
the maids found it easier and also 
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could do their work more quickly 
after the meal than when a supper 
meal was served at night.—MARGA- 
RET GILLAM. 


Remuneration formulas 


What is the patient-day cost formula 
used by the Office of Vocational Rehabili- 
tation and the Veterans Administration 
that eliminates depreciation as an element 
of cost? 


I KNOW OF NO patient-day cost 
formula used by these two agencies 
that eliminates depreciation as an 
element of cost. If such a cost for- 
mula ever were proposed, I am 
sure that the American Hospital 
Association would take objection 
to it. To my knowledge, the only 
cost formula used by these agen- 
cies is the so-called Government 
Reimbursable Cost Formula, which 
definitely provides for the inclusion 
of either actual depreciation or, in 
the event the hospital cannot 
compute actual depreciation, an 
amount equivalent to 6 per cent 
of operating expenses in lieu of the 
amount computed under the tradi- 
tional way of calculating. 

It may be that these agencies 
have reference to a statement that 
they released some time ago. This 
statement said that any hospital 
that took the 6 per cent of oper- 
ating expenses instead of actual de- 
preciation in the Government Re- 
imbursable Cost Formula must 
record such amount in their gen- 
eral books of account. The Associa- 
tion took no stand one way or 
another on this statement, which, 
incidentally, is explained at some 
length on page 28 of the March 
1950 issue of HOSPITALS.—WILLIAM 
H. MARKEY JR. 


Taft-Hartley and hospitals 


Does the Taft-Hartley Act apply to city 
hospitals? Specifically, is a hospital legally 
obligated to recognize and enter into a 
contract with a labor union? Also, is there 
any difference between a city hospital and 
a church-owned hospital as far as the le- 
gality of recognizing a labor union is 
concerned? 


THE LABOR-MANAGEMENT Rela- 
tions Act does not apply to a city 


‘hospital. In fact, al] nonprofit hos- 


pitals, whether government-owned 


or not, are exempted. The law, 
passed by the Congress in 1947, 
contains the following provision in 
regard to nonprofit hospitals: 

“Sec. 2 (2) The term ‘employer’ 
includes any person acting as an 
agent of an employer, directly or 
indirectly, but shall not include the 
United States or any wholly owned 
Government corporation, or any 
Federal Reserve Bank, or any State 
or political subdivision thereof, or 
any corporation or association op- 
erating a hospital, if no part of the 
net earnings inures to the benefit 
of any private shareholder or indi- 
vidual, or any person subject to the 
Railway Labor Act, as amended 
from time to time, or any labor or- 
ganization (other than when acting 
as an employer), or anyone acting 
in the capacity of officer or agent 
of such labor organization.” 

Thus, the nonprofit hospital is 
not legally obligated to enter into 
a contract with a labor union. The 
hospital’s employees may unionize 
and join any labor union of their 
choice, but the hospital manage- 
ment does not have to negotiate 
with such unions. 

There is no difference between a 
city hospital and a church-owned 
hospital with regard to recognition 
of labor unions since the law ex- 
empts both government-owned and 
nonprofit hospitals—GEORGE BuG- 
BEE. 

Ungrounded circuits 


W hat are the requirements regarding an 
ungrounded electrical supply line for oper- 
ating rooms? Also, can direct current man- 
ufactured by the hospital be used with 
safety in an operating room? 

THE STANDARD of the National 
Fire Protection Association, as set 
forth in the booklet, “Safe Practice 
for Hospital Operating Rooms,” is: 

“In storage and anesthetizing lo- 
cations an ungrounded electrical 
distribution system is required to 
reduce the hazards of electric 
shocks and arcs in the event of in- 
sulation failure. . .” 

With an alternating current, an 
ungrounded circuit is achieved by 
sending the current from the 
grounded circle through a one-to- 
one transformer. The output of the 
transformer is then an alternating 
ungrounded current. 

Since transformers will not work 
on direct current, the way to ob- 
tain ungrounded direct current is 
to run the current through a bat- 
tery set or through a motor gen- 
erator. This procedure will provide 
an output of ungrounded direct 
current. 

There is no danger in utilizing 
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las Other Features of 
Costlier Hydraulic Models 


The S-2636 Howell Table—offers a one-piece top 
with a leg section that telescopes completely out of 
the way and into the body section when patient is 
ready for delivery. It provides the latest features 
found in the more expensive pedestal type tables 
and represents a considerable saving to the hos- 
pital where a fixed table-top height of 33 inches 
is satisfactory for all deliveries. 


Hand wheel on either side, operating a gear mech- 
anism, quickly adjusts the top from horizontal to 
Trendelenberg or reverse Trendelenberg positions. 
The shape of the welded tubular frame permits 
ample foot room all around the table. 


It will pay you to investigate this remarkable new 
Shampaine Table by contacting your dealer at once. , 


SHAMPAINE CO. saint cous ““wissour' 











current sent through such a circuit 
for the operating room. There is 
a more basic decision, however. 
There is much apparatus now used 
for surgery that operates only on 
alternating current. Also, there is 
a general tendency to replace di- 
rect-current service with alternat- 
ing-current service. Therefore, it 
would be wise to investigate sev- 
eral alternatives involved with al- 
ternating current, as follows: 

The first option would be the mo- 





tor generator set supplying direct 
current to an ungrounded circuit 
for the operating room. The second 
would be a motor generator set 
that would supply alternating cur- 
rent to the entire delivery suite and 
surgical suite. While this would 
mean replacing any direct appara- 
tus used in this area with appa- 
ratus wired for alternating current, 
it would also permit wider use of 
instruments and equipment. The 
third method would be to deter- 
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works fast 
and thoroughly 


LEAVES YOUR HANDS 
with that Clean Feeling 


er say hands must feel clean as well 
as be clean. We agree ...so we’ve made 
Hexachlorophene Germa-Medica with ingredients 
of the highest quality. It’s fine soap that leaves 
that clean feeling after every wash. The added 
Hexachlorophene reduces the bacterial flora to a 
practical minimum and does it quickly. 
Tests have shown the advantage of 


Hexachlorophene in liquid soap. 


Ask us for these test results. 


HUNTINGTON LABORATORIES, 


Huntington, Indiana « Toronto, Canada 


P Medica Surgical 
Soap contains 242% Hexachlorophene on 
the anhydrous soap basis, 1% total weight 
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mine the cost of securing alternat- 
ing current service from the utility 
company to supply only the an- 
esthetizing area. The cost of this 
service would depend to a great 
extent upon the availability of al- 
ternating-current transformers in 
the area. It also would involve 
panel board wiring and new elec- 
trical conduits to the anesthetizing 
areas. 

In making such a decision, con- 
sideration would be given to the 
age of the present building and the 
likelihood of future new construc- 
tion to replace present facilities 
now containing delivery rooms and 
operating rooms. If it appears that 
present operating rooms will con- 
tinue in use for many years, the 
convenience of providing alternat- 
ing current through one means or 
another will be justified. 

I want to emphasize, however, 
that the factor of safety is not in- 
volved since a simple DC-DC mo- 
tor generator set will provide the 
ungrounded circuit that is required 
under the operating room standard. 
—Roy HuUDENBURG. 


Purchasing package 


Have you any information on purchas- 
ing for small hospitals? 


A PACKAGE library containing 
articles on this subject and pre- 
pared.by the library includes: 

“Adaptability of Routine Hospi- 
tal Purchasing Procedure to the 
Small Hospital.” S. K. Hunt. Hos- 
PITALS, November 1939. 13: 55-57. 

“Organizing Purchasing Methods 
in Small Hospitals.” F. D. Carr. 
HOSPITALS, December 1947. 21: 
90-94. 

“A Five-Point System That Ends 
Waste and Inefficiency.” Carteret 
A. Alsop Jr. HOSPITALS, October 
1949. 23: 79-84. 

“A System of Loose-Leaf Note- 
books for Small Hospital Records.” 
Sister M. Owen. HOSPITALS, Octo- 
ber 1950. 24: 95. 

“Purchasing Practices and Poli- 
cies.” (Small Hospital Forum) 
Modern Hospital, December 1947. 
69: 81. 

“Purchasing for a Small Hospi- 
tal.’ M. A. Williams. Canadian 
Hospital, November 1949. 26: 44. 

“A Set of Policies for Purchasing 
Suitable for Use in the Small Hos- 
pital.” E. H. Erickson. Modern Hos- 
pital, October 1949. 73: 81-82. 

This package library is available 
on loan. Requests should be sent 
to the Library of the American 
Hospital Association, Asa S. Bacon 
Memoriai, 18 E. Division Street, 
Chicago 10.—HELEN V. PRUITT. 
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The miners have an alternative to 


HE HEALTH of bituminous coal 

miners has been the subject of 
numerous studies and investiga- 
tions, the findings of which have 
confirmed facts long known by 
miners. Consistently the number 
one problem has been the inability 
of the miners to pay doctor and 
hospital bills. 

Closely related is the deplorable 
lack of all types of hospital beds 
and an insufficient number of doc- 
tors and nurses. There are a num- 
ber of other health problems, such 
as the lack of fulltime health de- 
partments, employment in an ex- 
ceedingly hazardous industry and 
the lack of adequate educational 
and recreational facilities, all of 
which are receiving more and more 
attention. 

The United Mine Workers of 
America have been successful in 
establishing the Welfare and Re- 
tirement Fund to assist them in 
solving the problems related to 
health. The fund’s board of trus- 
tees took the position that the pri- 
mary requisite of a health program 
was to obtain the services of doc- 
tors and hospitals and to pay for 
such services. They knew, from 
everyday experience, that hospi- 
talized illness is costly and that 
this economic barrier too frequent- 
ly has proved insurmountable, 
needlessly impairing the health 
and earning capacity of members 
and their dependents. Consequent- 
ly, the program activated on July 
1, 1950, places primary emphasis 


Dr. Kerr, of Morgantown, W. Va., is area 
medical administrator of the United Mine 
Workers of America Welfare and Retire- 
ment Fund. This article was adapted from 
an address he presented at the meeting of 
the West Virginia Hospital Association in 
October 1950. 
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SOCIALIZED MEDICAL 
AND HOSPITAL CARE 


LORIN E. KERR, M.D. 


on arranging and paying for hos- 
pitalized illness. 

Members of the union have been 
provided with the form, 85-HS, 
properly signed and sealed by their 
respective local and district offi- 
cials. Presentation of this form 
identifies the member, his wife and 
dependent children under 18 years 
of age listed thereon as eligible to 
receive those benefits provided by 


the fund. The fund reimburses hos- 
pitals at reasonable rates for ward 
or semiprivate accommodations un- 
less the condition of the patient is 
such that a private room is neces- 
sary. If the patient insists on pri- 
vate accommodations when not 
medically indicated, he must be 
responsible for any difference in 
cost. 

Hospitals with which the fund 
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Hospitals and the welfare fund 


The United Mine Workers Welfare and Retirement Fund was estab- 
lished to provide assistance in solving the various health problems 
confronting the mining communities. The trustees of the new 1950 fund 
recognized payments for hospitalized illness as a major benefit of the 


fund. 


The fund is willing and able to pay hospitals the cost of providing 
service to eligible beneficiaries. For sound administrative reasons the 
fund would prefer that billing for services rendered be on the basis 
of a reasonable-inclusive-day rate derived from the reimbursable cost 
figure. Regardless of the method of billing, the satisfactory discharge 
of the fund's responsibility requires that all charges must be reasonable. 


Fund payment of charges rendered provides hospitals with an assured 
income and assists immeasurably in improving the health of the fund's 
beneficiaries. These payments are not capable, in and of themselves, 
however, of solving the bigger community problem of adequately main- 
taining and financing necessary hospital construction and maintaining 
hospital standards. Inasmuch as hospitals are a community service, the 
funds necessary to operate institutions on a voluntary nonprofit basis, 
as well as provide additional beds, must derive from the entire com- 


munity. 




















has completed arrangements may 
provide all necessary services ex- 
cept: 

|. Personal services such as tele- 
phone calls and radio. 

2. Services that the patient can 
receive from other agencies, either 
voluntary or governmental. 

3. Services that the employer or 
any other third party is legally ob- 
ligated to provide. 

4. Care of mental illness after 
diagnosis has been established. 

5. Obstetric service unless such 














service is medically indicated and 
is authorized in advance by the 
area medical office. 

6. Tonsillectomies and adenoid- 
ectomies unless such service is au- 
thorized in advance by the area 
medical office. 

The first three points merely 
formalize previous limitations. 
Care of mental illness, after diag- 
nosis has been established, is ex- 
cluded because existing public and 
voluntary facilities and resources 
should provide the necessary hos- 
pitalization. The insufficient num- 
ber of hospital beds and the cus- 
tom of home deliveries in many 
coal-mining communities preclud- 
ed the provision of complete hos- 
pitalization for normal obstetric 
services. 


OUTPATIENT ARRANGEMENTS 
Services may be provided in the 
outpatient department of a hospi- 
tal in accordance with specific ar- 
rangements established between 
the area medical office and the in- 
dividual hospital. Payment can be 
made for such service only if it is 
authorized by the area medical 
office, which can be done only 
when it is provided in lieu of hos- 
pitalization. Obviously, the avoid- 
ance of unnecessary hospitalization 
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helps hospitals to make their lim- 
ited number of beds go somewhat 
further. 

In the event of an unquestion- 
able emergency the fund will re- 
imburse any hospital at reasonable 
rates for services rendered its 
beneficiaries within the scope of the 
program. Eligibility should be es- 
tablished as soon as possible. The 
area medical office should be noti- 
fied of the admission of the patient 
within 24 hours and should be giv- 
en the factual information upon 
which the emergency character of 
the case is based. 

The fund, in addition to making 
payment for all necessary hospital 
services, also pays for professional 
services rendered a person during 
hospitalized illness. In both in- 
stances payment is made on the 
basis of reasonable charges. 


REASONABLE CHARGES 


Paying a reasonable charge for 
the highest available quality of 
services is the basis of the medical 
and hospital program. While there 
may be some few individuals and 
institutions that are indifferent to 
the success of the fund, the vast 
majority see in it the immediate, if 
not the ultimate, answer to the pri- 
mary problem of the inability of 
the worker to pay doctor and hos- 
pital bills. 

The commendation of the pro- 
gram by related professional 
groups, such as the American Hos- 
pital Association and the American 
Medical Association, is evidence 
that the program conforms to prin- 
ciples long advocated by these 
groups. As indicated by John L. 
Lewis, chairman of the board of 
trustees and president of the United 
Mine Workers of America, the 
fund will continue to pursue such 
a course until all available facts in- 
dicate that a change must be made. 

A lack of interest or desire to 
render a high quality of service for 
reasonable charges not only to the 
fund but to any other consumer of 
medical and hospital services 
would, in all probability, be a ma- 
jor force in changing present med- 
ical and hospital practices. Thus, 
in a sense, hospitals and the fund 
are in a partnership— the hospi- 
tals to provide service at reason- 
able cost, the fund to arrange for 
adequate payment with the least 





administrative regulation. If suc- 
cessful, this procedure may ma- 
terially lessen the desire for what 
has been termed “socialized medi- 
cine.” 

The fund, in asking for reason- 
able charges, recognized that it al- 
so had a _ responsibility. Conse- 
quently, “paper work” has been 
kept to a minimum. Payment is 
being made promptly and cor- 
rectly. 

No hospital, when computing 
charges for fund patients, need 
make allowance for uncollectible 
bills that are in line with arrange- 
ments made. Final payment by the 
fund of charges submitted is ac- 
cepted as complete payment for 
services rendered. Additional fees 
charged to the patient are not tol- 
erated. The fund encourages any 
suggestion that will improve the 
procedures for administration or 
operation of the program. 


RATES 


All of these facts must be taken 
into consideration in determining 
a reasonable rate. There is, how- 
ever, one other important and usu- 
ally unobserved fact: Namely, that 
the fund is willing and able to pay 
hospitals the actual cost of provid- 
ing service to eligible beneficiaries. 
The fund neither expects nor asks 
for any special rates less than cost. 

















If this were to happen, the dan- 
gerously insufficient number of 
hospital beds would further dimin- 
ish because of institutions closing 
their doors. 

The fund, in contrast to most 
other large.consumers of medical 
services, is willing to meet costs, 
thereby encouraging the expansion 
of hospitals and assisting in solv- 
ing a very important community 
problem. 


HOSPITALS 
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Unfortunately, there have been 
hospitals that have charged con- 
siderably above cost. In one in- 
stance in West Virginia, the charge 
went as high as 200 per cent above 
reported daily cost of operation. 
Officials of the fund felt that 
such charges were unreasonable 
and that it could not afford to pay 
them. 


OVERCHARGING 

Satisfactory financial arrange- 
ments have been completed with 
most hospitals since the inception 
of the new program last July. 
There are a few institutions, how- 
ever, where charges are still un- 
reasonable. Use of these for fund 
beneficiaries is limited to unques- 
tionable emergencies when the life 
of the patient would be endan- 
gered if time were taken to trans- 
port him to another hospital. Such 
cases are handled as emergencies 
and require special authorization 
from the area medical office before 
the fund can make payment to the 
hospitals. 

Determination of a reasonable 
charge requires the utilization of a 
base figure, the derivation of which 
is understood by all concerned and 
is readily available. In most states 
this will be the reimbursable cost 
as determined by the formula de- 
veloped by the American Hospital 
Association and accepted by the 
federal government. For this, the 
cost is reported on the “Joint Form 
I, Reimbursable Cost Formula.” In 
other states a variation of this for- 
mula will be utilized to determine 
the reported daily cost of opera- 
tion. 

Obviously, each hospital will 
have its own cost of operation, and 
a reasonable charge in one hospital 
could be unreasonable in another. 

The fund recognizes these indi- 
vidual differences and feels they 
are an essential component of the 
free enterprise system. Adminis- 
trators are all familiar with their 
own reimbursable cost and would 
be righteously indignant if the 
fund were to state that this figure 
does not represent cost of oper- 


ation. They would be even more ~ 


indignant if the fund were to pay 
all hospitals the same amount re- 
gardless of cost—particularly if 
that figure were less than reim- 
bursable cost. 
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It is acknowledged, however, 
that the reimbursable cost can be 
reported so that it is obviously un- 
reasonable and conceivably incor- 
rect. For example, a hospital might 
begin at the end of the formula 
with a preconceived reimbursable 
cost and submit figures to support 
such a charge. 

Regardless of such possibilities, 
it is likely that a correctly com- 
puted reimbursable cost will be 
reasonable. Payment for services 
rendered should not be less than 
this figure regardless of payee. 
When less-than-cost payments are 
voluntarily accepted by hospitals, 
the differential should not be col- 
lected from a group offering to 
meet costs. This penalizes those 
acting in good faith who are anx- 
ious to solve rather than increase 
community problems of hospitali- 
zation. 


The willingness and ability of 
the fund to pay the cost of hospital 





























service should not be construed as 
a willingness to pay inefficient op- 
eration. Other agencies have max- 
imum limits on the amount they 
will pay per day. In contrast, the 
fund has used the term “reason- 
able” and thus hopes to encourage 
efficient operation by using those 
hospitals that have a justifiable re- 
alistic rate. 


BASIS OF BILLING 

The fund would prefer that bill- 
ing for services rendered would be 
on the basis of a reasonable-inclu- 
sive-day rate, primarily because 
of the greater ease and lower cost 
of auditing such a statement. In 
turn, hospitals, particularly those 
in coal-mining communities, should 
realize a similar saving by using 
this method of billing. Of course, 
there is the fact that the usual 
method of billing on an individual- 
itemized-fee-for-service basis too 


rarely reflects the hospital’s actual 
cost of operation. 

Last year about 75 per cent of 
the hospitals within the boundaries 
of the Morgantown area medical 
office did use this method of bill- 
ing. Analysis of the charges they 
submitted to the Morgantown office 
revealed that only four hospitals 
had a per diem figure fairly simi- 
lar to the reported daily cost of 
operation. 


ANALYSIS OF CHARGES 

One of these institutions is state- 
owned and supported and provides 
a high quality of service. Charges 
in the remainder of the hospitals 
studied were more than 25 per 
cent above cost, with some in ex- 
cess of 100 per cent. While a few 
of these were proprietary institu- 
tions, all of them were organized 
as nonprofit. The experiences of the 
fund in other area medical offices 
were essentially the same. 

A constantly increasing number 
of hospital administrators admit 
the validity of the reimbursable 
cost and are billing the fund on 
the basis of a reasonable-inclu- 
sive-day rate. There are still a few 
hospital administrators, however, 
who continue to deny the validity 
of their own determinations and 
maintain that reimbursable cost 
does not really cover cost of oper- 
ation. 

Unfortunately, this minority con- 
sistently refuses to offer an alter- 
native figure, thus making it im- 
possible to arrive at any agreement 
on a basis for a reasonable cost 
charge. 

Naturally any difference between 
a reasonable-inclusive-day rate 
and reimbursable cost should be 
supported by valid expenditures, 
such as increased operating ex- 
penses since the last determination 
of the reimbursable cost. 


A rate based on inclusion in the 
formula of an expenditure paid out 
of accumulated reserve represents 
double payment for the item pur- 
chased. Such a rate would be in- 
correct, as well as unreasonable. 
The same would be true of a 
charge that would include nonex- 
istent expenditures, a procedure 
that has been suggested by a few 
hospitals. 

Although the determination of 
a reasonable-inclusive-day rate 
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should be based on the reimburs- 
able cost, the primary requisite 
of any charge is that it be justi- 
fiable and realistic. 


ANCILLARY SERVICES 


Utilization of a reasonable-in- 
clusive-day rate, based on actual 
cost, permits the hospital to pro- 
vide ancillary services as medically 
indicated rather than on the ability 
of the patient to pay. Thus, the 
highest possible quality of service 
can be provided. 

Usually private, semiprivate, or 
Ward accommodations are pro- 
vided on the ability to pay. The 
hospital always should be in a po- 
sition to provide the accommoda- 
tions required by the _ illness. 
The reasonable-inclusive-day rate, 
based on the reimbursable cost 
formula, permits the hospital and 
the physician to work together as 
a team to provide medically indi- 
cated accommodations and ancil- 
lary services and avoids the fre- 
quent catastrophic bill for services 
rendered. 

Some hospital administrators 
state that this procedure encour- 
ages “over-utilization” of ancillary 
services. Apparently this means 
that physicians will order more 
x-rays, laboratory services and 
drugs if the hospital bills the fund 
on a per diem basis rather than on 
an individual - itemized - fee - for - 
service basis. This attitude is 
rarely encountered among those 
hospitals using a reasonable-inclu- 
sive-day rate for billing the miners’ 
welfare fund. 

The analysis of hospital bills 
submitted to the Morgantown area 
medical office indicated that in ac- 
tual practice the method of billing 
had little effect on the percentage 
of ancillary services ordered. It is 
true that if an individual patient is 
unable to pay for a service, the 
physician may be reluctant to or- 
der it. The fund had no such ex- 
perience, however, because it paid 
for all necessary services that were 
rendered. 

As a physician, I feel it to be 
more desirable to be accused of 
“over-utilization,” regardless of 
the unpleasant economic connota- 
tion, than to be unable to provide 
medically indicated services. Re- 
gardless of the possible occurrence 
of so-called ‘“over-utilization,” any 
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resultant increase in costs would 
appear in the reimbursable cost 
formula, which, in turn, would in- 
crease the reasonable-inclusive- 
day rate. 

Originally hospitals were built 
to provide medical care for the 
“indigent.” This concept has grad- 
ually changed until today a hos- 
pital is recognized as a community 
service. 

Ostensibly it is built to provide 
all the people in a community with 
hospital service the same as a mu- 
nicipal water department provides 
all the people with a safe and 
adequate water supply. Although 
only 10 per cent of the people will 
require hospitalization, it is im- 
possible to name these people spe- 
cifically. 

Just as it is impossible to pre- 
dict where illness will strike next, 
so is it impossible to predict whose 
house will next go up in blazes. 

















Consequently, fire departments are 
maintained by the community on 
a 24-hour basis 365 days of the 
year. Hospitals also must be open 
and ready to provide service on 
the same basis. Thus, hospitals are 
a community service and as such 
should be financially supported by 
the entire community. 


COMMUNITY SUPPORT 


This support should cover those 
items utilized to compute the 
“stand-by” or “readiness-to-serve”’ 
cost. It has been estimated that 
this represents about 16 to 21 per 
cent of the net operating budget, 
depending on the size of the hos- 
pital. 

A regular income of this amount 
would permit hospitals to lower 
their rates, thus making hospital 
service more generally available. 
It would permit hospitals to pro- 
vide service to all who need it re- 











gardless of an individual’s ability 


to pay. 
It would permit them to slough 


' off the degrading and humiliating 


requirement of determining the 
ability of people to pay for services 
that frequently forces them into 
the hungry maw of loan sharks. 

It would permit them to cease 
penalizing the 10 per cent who are 
unfortunate enough to require 
hospitalization and are currently 
forced to pay for maintaining the 
hospital for the rest of the com- 
munity, as well as paying the ad- 
ditional cost of their own services. 
Finally, it would permit the hos- 
pitals to throw the red ink out the 
window if they so desired. 

As things stand, all of these fea- 
tures characterize the administra- 
tion of most hospitals. Many of 
them, because of the force of cir- 
cumstances or more particularly 
because a board insists that the in- 
stitution be run as a “business” 
rather than a nonprofit institution, 
become profitable enough to ad- 
mit surpluses of several thousands 
of dollars—all accumulated at the 
expense of the unfortunate 10 per 
cent who are hospitalized. 


SOLUTION TO PROBLEM 


This policy has proved wasteful 
of human resources because not all 
patients remain in the hospital as 
long as they should. More impor- 
tant, others are refused or do not 
apply for admission principally 
because of their inability to pay. 
Consequently, long protracted ill- 
ness develops, which in turn leads 
to poverty, thus increasing the 
number needing public financial 
assistance. The United Mine Work- 
ers of America Welfare and Re- 
tirement Fund was established to 
work toward a solution of this 
problem for its beneficiaries. 

The policy of the fund is to pay 
reasonable charges, as well as to 
assist in solving other health prob- 
lems. The present inadequate num- 
ber of all types of hospital beds is 
a community problem that cannot 
be solved by isolated action. De- 
velopment of adequate community 
support will. enable hospitals to 
expand their facilities and re- 
sources to meet acknowledged but 
unmet needs, with the full knowl- 
edge that all costs of operation will 
be paid. 


HOSPITALS 
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lowa City Veterans Hospi- 
tal, which is under construc- 
tion, will have a capacity of 
500 beds and medical, sur- 
gical and neuropsychiatric 
facilities. It will be com- 
pleted in May. The effect 
of such an installation upon 
other hospitals in the area 
has been studied by the 
State University of lowa 
Hospitals. 


Local impact of veterans hospitals 


Federal salary and wage scales have a decided 
effect upon community institutions 


ANY INQUIRIES have been 
lett from hospitals 
throughout the country regarding 
the anticipated effects of the open- 
ing of a Veterans Administration 
hospital in the “front yard” of the 
State University of Iowa Hospitals 
in Iowa City. Some of these in- 
quiries have originated in commu- 
nities such as Denver, Syracuse, 
N. Y., and Madison, Wis., where 
the Veterans Administration is 
building new and modern hospi- 
tals. 

While the impact of the new 
hospital facilities upon a commu- 
nity such as Iowa City is expected 
to be extensive and varied, much 
of the interest has been focused 

Mr. Hartman is superintendent of the 
University of Iowa Hospitals and Mr. 


Marks is director of the State University 
of Iowa Personnel Service, Iowa City. 


GERHARD HARTMAN, Ph.D. AND ARLYN C. MARKS, Ph.D. 


upon the probable effects that will 
result from the introduction in this 
community of the salary and wage 
scales prescribed for Veterans Ad- 
ministration installations. 

It was recognized by the uni- 
versity and the hospital authorities 
at the State University of Iowa 
that the element of prediction as 
it relates to the direct and ascer- 
tainable effect of the Veterans Ad- 
ministration scale upon the local 
salary and wage structure would 
be difficult to achieve without bas- 
ic, accurate facts. 

First, university and _ hospital 
position titles were analyzed 
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BASIC WORKING CONDITIONS 


VETERANS 


ADMINISTRATION 
40 hours 


Work week 


Holidays per year 
Annual vacation 


Annual sick leave... PAO ae eae? 


UNIVERSITY 
44 hours 


7 


2 weeks nonprofessional 
| month professional 


30 days 
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against those of the U. S. civil 
service in an effort to match posi- 
tions on the basis of job content. 
The stated rates of pay for each 
position could then be compared 
on a proper basis. 

Next, inquiry was made at both 
the Washington and local levels of 
the Veterans Administration per- 
sonnel authorities to determine 
how the federal position classifica- 
tion plan was applied in specific 
Veterans Administration installa- 
tions. 

The Veterans Administration 
was most willing to advise us, not 
only as to the job structure in 


MMT 


MERCY HOSPITAL 


44 hours nonprofessional 
41 hours sialdndetil 

6 

2-3 weeks nonprofessional 
2-4 weeks professional 

7 days nonprofessional 
14 days ovalacineel 














NURSES' SALARY SCALE 


VETERANS 
ADMINISTRATION UNIVERSITY MERCY 
Grade Duty 
Junior _.... $3,400 - $4,200 General $2,580 — 
Associate 4,000- 4,800 General 2,700 $2,580 - 2,820 
(Rotating) 
Full __.. ae 2S. 4,600- 5,350 Head nurse 2,760 2,940 
eee 5,400- 6,400 Supervisor 2,940 - 3,180 Sisters 





existing Veterans Administration 
hospitals and the application of 
their pay scales but also as to the 
probable policies that will govern 
their recruiting program for the 
Iowa City unit. 

In order to broaden the basis of 
our comparisons, other hospitals in 
this area were included as part of 
the study. Cooperating in this 
study were the administrative staff 
of the Mercy Hospital in Iowa City 
and hospital representatives from 
community hospitals in Cedar 
Rapids and Davenport. 

Since it is the purpose of this 
article merely to suggest the kind 
of effect that the opening of the 
Veterans Administration hospital 
will have upon the university and 
the University Hospitals in Iowa 
City, only a few salary schedules 
and some sample working condi- 
tions are presented for comparison. 
The conclusions are obvious. 


SALARY AND WAGE SCHEDULES 


Nursing:—The salary and wage 
schedule* situation with reference 
to nurses differs considerably be- 
tween Veterans Administration 
and local community practices, but 
this difference will create a real 
problem for local hospitals. Nurses 
in Veterans Administration hospi- 
tals are paid on the basis of quali- 
fications and rank, not on the basis 
of duties performed. 

Registered nurses without expe- 
rience are classified as junior grade 
while registered nurses with a 
bachelor’s degree but no experi- 
ence have the rank of associate 
grade. Higher grades are assigned 

*All salary and wage rates have been 
compared here on a “full cash basis.” In 


some cases maintenance is provided in 
lieu of part of the reported salary. 
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on the basis of additional training 
and experience. Ordinarily general 
duty nurses will have the rank of 
junior or associate grade, but 
sometimes even a senior grade 
nurse is given such an assignment. 
In the University and other com- 
munity hospitals, salary scales are 
assigned on the basis of duties per- 
formed. 

The Veterans Administration 
uses only male attendants for sub- 
professional nursing care. Local 
hospitals use relatively few male 
orderlies, but a very large propor- 
tion of subprofessional work is 
done by female ward aides. Veter- 
ans Administration hospital at- 
tendant salaries range from a low 
of $2,200 per year to a high of 
$3,355, although this covers four 
class levels. University orderly 
positions pay from $2,124 per year 
to $2,304 and, in a few special in- 
stances, up to $2,652. Most Mercy 
Hospital orderlies receive from 
$2,100 to $2,520, with one or two 
getting $2,700. 

Other professional:—Only a lim- 
ited number of positions and sal- 
ary ranges are listed here. Specific 
positions in the several units are 
not always comparable, but the 
comparisons in the table above are 
reasonably valid. 


RECRUITING POLICIES 


The staff for the new Veterans 
Administration hospital will be 
recruited in accordance with ac- 
cepted U. S. civil service policies. 
Most of the positions will be filled 
by competitive examination, and 
veterans will be given the usual 
preference accorded them. When 
recruiting gets under way, how- 
ever, the Veterans Administration 








has announced definitely that it 
will concentrate its efforts in an 
area within a 35-mile radius of 
Iowa City. This means that the 
Veterans Administration hospital 
will be staffed with personnel tak- 
en from the same locality from 
which all local hospitals, as well 
as community enterprises, obtain 
their personnel. 


MANY FACTORS 


The impact upon a community 
that the introduction of new sal- 
ary and wage levels such as a 
Veterans Administration hospital 
brings with it is, of course, affected 
by factors other than strict mone- 
tary values attached to certain 
jobs. The different basis for paying 
nurses has been referred to al- 
ready. The very substantially high- 
er basic salary levels, the premi- 
ums paid on top of this for certain 
types of training and experience, 
plus the already existing critical 
shortage of nurses in this area, can 
mean only that all local hospitals 
will find their problems of recruit- 
ing an adequate nursing staff 
greatly increased. 

On the other hand, mitigating 
factors in other areas of employ- 
ment will tend to minimize the 
problems of otherwise highly com- 
petitive Veterans Administration 
salary and wage scales. So far as 
it is possible to do so, for example, 
the subprofessional nursing, food 
service and housekeeping functions 
in Veterans Administration hospi- 
tals already in operation have been 
staffed largely by men. In this 
community women are used al- 
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MERCY HOSPITAL, which cooperated in the 
study of comparative salary and wage scales. 


HOSPITALS 

















GENERAL HOSPITAL, University of lowa's 
medical center, which conducted the study. 


most exclusively in food service 
units, for subprofessional nursing 
care and in large numbers in the 
housekeeping departments. 

While the Veterans Administra- 
tion hospital will be taking men 
from this community for their jobs, 
specific hospital areas are likely 
to lose only a small proportion of 
their present staff to this competi- 
tion. 

Another factor of great impor- 
tance is that the period of adjust- 
ment will be an extended one. It 


to meet the competition are dream- 
ing how they will spend their in- 
creased incomes. (2) Managements 
which will have to compete against 
such salary levels have shuddered 
with dismay over how they can 
possibly survive under the circum- 
stances. 

Everyone, however, recognizes 
the importance of adequate med- 
ical and hospital care of veterans 
and appreciates the genuine gains 
being made in the quality of care 
that the Veterans Administration 
anticipates making by building its 
new facilities near existing med- 
ical centers with their competent 
medical staffs and teaching pro- 
grams. At the same time, we in 
this community appreciate that as 
a result of this new facility in our 
midst there will be a significant 
impact upon existing community 
and social enterprises. Our mutual 
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problem, therefore, is one of facing 
a type of competition that we rec- 
ognize as socially desirable and yet 
necessarily expensive. 

Actually, the introduction of the 
Veterans Administration hospital, 
with its accompanying salary 
scales and working conditions, 
means that Iowa City suddenly 
finds itself in direct competition 
with Washington, D.C., New York 
City and the West Coast. We are, 
admittedly, not used to that kind 
of direct competition yet. 

Competition does not mean nec- 
essarily that we shall match our 
salary and wage scales dollar for 
dollar with those prevailing in the 
Veterans Administration hospital. 
Indeed, at the moment it is not 
possible to say just what adjust- 
ments will be made. But the prob- 
lem faces us, and compete we 
must. 


SALARY RANGES 
Technicians 


VETERANS 
ADMINISTRATION UNIVERSITY 


Social worker __. 


MERCY 


$3,000 - 3,600 None 


eee $3,825 - 4,575 
3,100 - 3,850 
3,825 - 4,575 
3,825 - 4,575 
2,875 - 3,355 
2,875 - 3,355 


is anticipated that the Veterans 
Administration hospital will be 
opened on a gradual basis, taking 
many months before all units of 
the institution can be placed in 
full operation. Those staff mem- 
bers, therefore, who do transfer 
from local hospitals to the new 
hospital will be leaving one by 
one rather than by entire units, as 
some who have feared the worst 
have been leading themselves to 
believe. 

It will be several months yet be- 
fore the Iowa City Veterans Ad- 
ministration hospital building is 
even completed; hence, all our 
“worries” are at the moment an- 
ticipated ones. Already, though, the 
whole community is feeling the 
effects of the approaching intro- 
duction of a new salary and wage 
pattern. 

The first effect has been two- 
fold: (1) Individuals hoping to 
participate directly in the “high” 
salaries that they have heard will 
be paid by the new hospital or in- 
directly in the “higher” salaries 
that local groups will have to pay 


Physical therapist ._. 2,820 - 3,240 $3,180 


None 

(Sister) 
1,980 - 2,580 

(Sister) 
2,580 - 2,760 


2,780 - 2,880 
(Sister) 


2,520 - 3,540 
1,980 - 2,520 
2,388 - 2,784 


Occupational therapist _. 
Electrocardiographer - 
X-ray technician . 


2,100 - 2,760 
2,340 - 3,180 
2,700 - 3,600 


2,875 - 3,355 
3,100 - 3,850 
3,450 - 4,200 


Laboratory technician __. 


Office and Clerical 


$2,450 - 2,930 $1,620 - 1,980 
2,650 - 3,130 1,860 - 2,340 
2,875 - 3,355 2,100 - 2,760 
3,100 - 3,850 2,340 - 3,180 


$1,440 - 1,500 

1,800 - 1,980 
(Sister) 
(Sister) 


Junior stenographer 
Senior stenographer ___- 
Secretary ....... 
Executive secretary 


Food Service 


.... $2,120 - 2,732 $1,620 - 2,040 
2,450 - 2,930 1,920 - 2,160 
2,674 - 3,154 2,160 - 2,520 
2,900 - 3,380 2,400 


$1,740 - 1,860 
2,220 - 2,760 
None 
None 


Food service helpers 
Cooks—general . 
Cooks—specialized 
Head cooks 


Housekeeping 


_. $2,252 - 2,732 $1,920 - 2,220 
2,120 - 2,540 1,620 - 1,800 


$1,980 - 2,520 
1,500 - 1,680 


Janitors _ 


Maids ............. 
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WILSON W. KNOWLTON, M.D., 
AND LOUISE A. FISH 


HEN YOU COME to our office, 

we aim to place you at your 
ease. We try to facilitate your busi- 
ness as a means of saving your 
time and ours. We want to send 
you on your way a bit buoyed up. 
If you have to wait, we’d like you 
to try our “Pick, Punch and Peek 
Board.” 

We hope not to keep you wait- 
ing at all; but, if the superintend- 
ent is busy with other callers or is 
talking on the telephone, the sec- 
retary takes over. She offers you 
adequate hangers for your wraps. 
If you should wish to freshen up 
after a long trip, facilities are at 
hand. Then you are invited to a 
chair across from the secretary’s 
desk in the outer office. 

If you should wish to talk, we 
feel that the secretary’s time is well 
"Dr. Knowlton is the superintendent of 


the Westfield State Sanatorium, Westfield, 
Mass. Miss Fish is his secretary. 


You my keep this sheet. ‘Take it home for rereading. 


When they come to call 


A waiting room quiz coupled with good public 


relations will place visitors at their ease. 


spent in answering your questions 
or telling you something about the 
hospital. She may even guide the 
general conversation into public 
health channels. 

‘One of the most successful ways 
of entertaining a visitor in the of- 
fice is by letting him play our 
“Pick, Punch and Peek Board.” 
The basic idea for this board came 
from a friend of the superintend- 
ent. The superintendent, aided by 
the skill of a willing carpenter, de- 
veloped the board as illustrated in 
the two accompanying photographs. 
Together the superintendent and 
secretary made up four punch 
sheets (see illustrations) about tu- 
berculosis and cancer, the two dis- 
eases treated at Westfield State 
Sanatorium. A fifth punch sheet 
covers this hospital’s recently or- 
ganized school for attendant nurses. 

Note in the illustrations that, 


when in operation, the punch board 
exposes only the statements on the 
left half of the sheet. These are the 
statements which the player is 
asked to indicate as being true or 
false. Punching out the answers is 
just enough of a challenge and a 
game to catch and hold your atten- 
tion. 

When you have punched your 
10 answers, the board is opened 
and the sheet is given to you. The 
important thing is not what you 
have punched but that taking the 
quiz has stimulated you to want to 
read the comments on the right 
hand side of the sheet. These com- 
ments we hope you will remember. 
We suggest that you take this sheet 
home for rereading. 

Obviously any set of 10 true or 
false statements may be used with 
this “Pick, Punch and Peek Board” 
so long as the statements are based 


You my keep this sheet. Take it home for rereading. 
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Statement| A Susnestion to 100 A “True or False” Quiz Stetanent Comments for 
t “True or False” Quis should (Punch out your own snewers) is Your Information 
(Punch out your own answers) be 
F 
? a Parents often infect their 
I avoid useless fear R 11 tab losie is ah L tinea tot diac 
cancer by healthy alertmess ‘Ss only by + 
if Seton quick action. nf disease z| contact after birth. 
T Thies ic a new trend due tor 
| I have no persistent sores es 2 ee ae saree! R (1) Fewer contacts in 
2 on my skin or micous U in middle to later life. u earlier life. 
nenbranes. . te zi (2) The etrees of adult work. 
f 
t 
t More nen than women have R Even pregnancy does not 
I have no moles that ere R 
3 ge ‘ : Pulnonary tuberculosis, v markedly increase the rete for 
larger, or bleeding E g 
All cases of pulmonary tuber- F, The 
fy a danger comes from a pos- 
I have no almormal bleeding R ee res é culosis are equally in- L itive sputum. All cases are - 
s from any tody orifice. v *True*"? fectious 5 potentially infectious. 
: : ; 
: Tf not, play safe ~ see Barly, curable pulmonary be When physical signs appear, 
T have no abnormal lumps e é 5 i her oor soma: R thus dhaende ap eiventy g 
5| in ny breaste or else- : your physician today. nosed only by x-ray . ood, 
z 5B 
U.S.A. tuberculosie r 
De not worry about cancer— 6 | 4 te {00 nd. Sean) . Tuberculosis can be and should 
I have experienced no change | : ebout 30 per 100,000 pop~ 
6] 4m bowel habite. v ect against itt ulation 1s an acceptatle 5 _ be entinely wiped out. 
z * ee es 
i ™ a ‘ It is more common with poor 
I have no chronic indigestion | , 7 the financially less- ‘ A » because of 
7 : overcrowling, poor food, and 
or 8 favored clesses of people. <" the ae . ? 





Cows give tuberculosis to 
bumans. 
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on general information which you 
feel you should possess. Punch out 
your answers. You have fun. You 
learn something. You suddenly dis- 
cover that’ you have spent your 


waiting time without a sense of: 


delay and justified irritation. 

To further our plan for improv- 
ing public relations by which we 
welcome you to our office, we keep 
a variety of reading material in a 
convenient desk drawer. You may 
be handed a booklet or a paper to 
read. For this purpose, our reading 
matter must be made up of brief, 
complete units. The book may be 
one of pictures, of anecdotes or of 
short essays. It is doubly effective, 
we believe, when you acquire some 
new bit of knowledge from it. We 
enjoy the challenge of trying to 
pick out from that drawer just the 
booklet that will appeal to you 
while in the mood and on the er- 
rand that has brought you to our 
office. 

The secretary’s desk in the outer 
office is so placed that by merely 
turning her head she can look into 
the superintendent’s office and see 
when he is ready to receive you. 
He in turn from his desk can look 
out and see for himself who is 
waiting to see him. 

This arrangement of our desks 
is also convenient when the tele- 
phone rings. Our two telephone 
instruments are of course on one 
line. Incoming calls are answered 
by the secretary. She learns who is 
calling, not by saying in a weary 
tone “Who’s calling?”, but by ask- 
ing, with a voice that tries to smile, 
“Please, may I tell him who is call- 
ing?” If the call is something in the 
secretary’s field she of course han- 
dles it. Often someone wishes to 
speak to the superintendent and 
then by a visual signal from the 
secretary he picks up his telephone. 

There is a distinct advantage in 
having the two instruments on one 
line. It enables a third person (sec- 
retary or other key employee) to 
join in on the telephone conversa- 
tion. They expedite business by 
avoiding the errors and delays of 
relaying important messages. 

Only hermits appear to be free 
of public relations. Therefore, the 
essential point for you is to have 
your public relations good. Good 
public relations are well within 
your reach, if you will but reach. 
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ILLUSTRATIONS show how a visitor (above) punches out choice of answers in playing the 
"Pick, Punch and Peek game. The board is opened (below) after answers have been punched 
and the visitor totals his score. Two examples of “true and false" sheets are on page 44. 








Hospitals should insure their patients 


HEN A PATIENT, during the 
\ \ absence of her nurses, jumped 
to her death through the window 
of a voluntary hospital, a Maine 
court in 1910 confidently an- 
nounced that no principle of law 
seems better established than that 
which declares that a purely char- 
itable institution cannot be made 
liable in damages for the negligent 
acts of its employees. 

“Were it not so,” added the 
court, “it is not difficult to discern 
that private gift and public aid 
would not long be contributed to 
feed the hungry maw of litiga- 
tion. Charitable institutions of all 
kinds would ultimately cease or 
become greatly impaired in their 
usefulness.’”! 

These dire predictions, however, 
have not been borne out by exper- 
ience, for charitable institutions 
still flourish in Great Britain, Can- 
ada, New York, California, Florida, 
Minnesota, Oklahoma and the Dis- 
trict of Columbia where this doc- 
trine of immunity from negligence 
claims has been abandoned. 

An Illinois court, early in 1950, 
declared that the law is not static 
and must conform to changing con- 
ditions and new trends in human 
relations to justify its existence as 
a servant and protector of the peo- 
ple; new remedies must be applied 
where none exist.2 “When cogent 
reasons for abandoning a doctrine 
no longer require its continuation, 
courts should not hesitate to de- 
part from it.” * 

Mr. Hayt is counsel for the Hospital As- 
sociation of the State of New York and 


lecturer in hospital administration at Co- 
lumbia University, New York City. 
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EMANUEL HAYT, LL.B 


A legal writer recently pointed 
out that the trend in this country 
is toward uniformity of liability 
without qualification. Some of the 
states with unqualified immunity 
now have taken the position of a 
qualified exemption. Others which 
hitherto had a rule of partial im- 
munity have abandoned the quali- 
fication, for a doctrine of absolute 
liability similar to that of private 
corporations. 

The old principle that charitable 
corporations are immune from 
claims for injuries resulting from 
the careless conduct of their em- 
ployees found its origin in an Eng- 
lish case, decided in 1846 but dis- 
carded 20 years later.® As late as 
1947, a hospital in England was 
held liable for maintaining a negli- 
gent system for the administration 
of drugs and for the negligence of 
a resident house surgeon and phar- 
macist.® 

TRUST FUND THEORY 


In the days when hospitals were 
established and supported mainly 
by benefactions, the courts sought 
a legal basis to protect these insti- 
tutions against money judgments 
which would destroy or cripple 
their functions. 

The device first evolved by our 
courts was the trust fund doctrine, 
which declared that to give dam- 
ages to an injured patient out of 
trust funds would be a diversion of 
the money from the objects the 
benefactor had’in view. 

First to apply the trust fund the- 


ory in this country was the Su- 
preme Court of Massachusetts, in 
1876, despite the repudiation of the 
rule by the English courts 10 years 
before. The occasion was a suit by 
a free patient of the Massachusetts 
General Hospital who had his frac- 
tured leg reduced by an intern. 
The patient alleged that the intern 
was not properly qualified and had 
rendered inefficient treatment. 
Damages were denied by the court 
on the ground that the funds en- 
trusted to the charity cannot be 
diminished by such casualties.’ 

The next state to follow the same 
doctrine was Maryland, in 1885, 
the court declaring that a corpo- 
ration deriving its funds princi- 
pally from public and private char- 
ity and holding them in trust for 
the object of sustaining the hospi- 
tal, is a public charitable institu- 
tion from which an injured person 
cannot collect damages except 
from the wrongdoers themselves.* 

The old concept that a hospital 
was maintained only through trust 
funds no longer is true. Hospitals 
have ceased to be institutions pri- 
marily for the care of “the sick 
poor,” or devoted to furnishing 
services without payment. While 
many patients are treated gratuit- 
ously or at less than cost, private 
and semi-private patients who 
may pay more or less than cost 
are also cared for. Emphasis has 
shifted from. gratuitous service to 
payment of cost. 

Hospitals are also veering away 
from the use of the word “chari- 
table,” preferring to be designated 
as “voluntary” or “nonprofit” in- 
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stitutions. Charitable service is 
called free work; the nonprofit as- 
pect of the hospital is emphasized 
rather than its charitable activi- 
ties. Income from patients and 
from government has increased; 
trust funds and endowments are 
relied upon to a lesser extent than 
formerly for the operation and 
maintenance of the hospital. 

In recent years, the courts, rec- 
ognizing the changing economic 
status of the hospital, have ex- 
pressed dissatisfaction with the de- 
fense of immunity as based on the 
charitable status of the institution. 
Time and again, it is asserted that 
from a social point of view the im- 
munities afforded by law should be 
waived and public liability insur- 
ance carried, so that persons in- 
jured through the negligence of 
hospitals should not be turned 
away without compensation.® 

Hospitals today have a growing 
awareness of all types of insur- 
ance. Hospitals and medical insur- 
ance plans are proving to be one 
of the mainstays of the voluntary 
hospitals. Pension insurance plans 
for employees and workmen’s com- 
pensation insurance are the rule 
rather than the exception. Social 
Security benefits now are available 
for hospital employees. The hos- 
pital also carries various types of 
insurance to protect its property 
against damage by steam boiler 
explosions, fire and water. Fidelity 
and surety bonds and burglary in- 
surance may be used to safeguard 
hospital funds or property. 

Small wonder then that the 
courts criticize the doctrine of ex- 
emption and declare that “insur- 
ance must be carried to guard 
against liability to strangers. Add- 
ing beneficiaries (patients) cannot 
greatly increase the risk or the 
premium. This slight additional 
expense cannot have the conse- 
quences so frequently feared in 
judicial circles, but so little real- 
ized in experience.”’ 

That hospitals should insure 
against liability finds favor both 
inside and outside the law. It is an 
anomaly for hospitals to carry in- 
surance to protect their property 
and funds as well as their em- 
ployees but not to provide protec- 
tion against injury to patients or 
visitors. “It is almost contradictory 
to hold that an institution organ- 
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ized to dispense charity shall be 
charitable and extend aid to others 
but shall not compensate or aid 
those injured by it in carrying on 
its activities.”!° 


INSURANCE AND LIABILITY 


It would be an exaggeration to 
say that the overwhelming trend 
of the courts today is to repudiate 
the exemptions of charitable hos- 
pitals from liability for injuries to 
patients. The majority of the courts 
still hold that the existence of a 
policy of liability insurance does 
not by itself create legal liability 
where none prevails as a matter 
of law. Definite rulings affirming 
this principle have been rendered 
in California,'! Massachusetts,!* 
Mississippi,!* Missouri,'* New Jer- 
sey,!° North Carolina,!® Ohio!” and 
Wisconsin.1* 

The latest case upholding the 
immunity principle was decided by 
the New Jersey Superior Court, on 
December 14, 1949, by affirming 
the dismissal of the case of a four- 
year old child burned by a hot wa- 
ter bag in a charitable hospital. 

At the hospital, the child had 
undergone a tonsillectomy. He was 
then taken to the children’s ward 
and placed in bed by a nurse anes- 
thetist. The anesthetist neglected 
to remove the hot water bag which, 
as a matter of hospital routine, had 
been put in the bed for the purpose 
of warming it. Severe burns were 
suffered by the child. 

The patient’s lawyer argued that 
the ruling of immunity should not 
be applied where there has been 
gross negligence or administrative 
negligence. The court held that 
there was no such negligence and 
that the carrying of indemnity in- 
surance did not affect the hospital’s 
immunity.!® 

Shortly before this decision, the 
Supreme Court of Errors of Con- 
necticut, on February 11, 1948, de- 
clared that where a charitable in- 
stitution is not liable as a matter 
of law for the negligence alleged, 
it cannot. be made liable by taking 
out insurance to cover a judgment 
against it. 

In that case, an action was 
brought for damages for the death 
of a premature infant who was fa- 
tally burned by the heat of the 
lamps used to warm his bassinet. 
It was charged in the complaint 


that the hospital was negligent in 
failing to provide a proper incu- 
bator. The jury found that the 
baby fell to the bottom of the bas- 
sinet and received the burns be- 
cause a nurse, one of the three as- 
signed to the ward, dropped him 
while acting within the scope of 
her duties. 

In reversing the judgment ren- 
dered in favor of the patient, the 
appellate court ruled that it was im- 
proper for the trial court to allow 
evidence of liability insurance. The 
fact of insurance is irrelevant to 
the question of liability, otherwise 
“a plaintiff injured in an insured 
hospital would get judgment 
while a plaintiff injured in an un- 
insured hospital would not. The 
distinction has no logical basis.’’”” 

It must be borne in mind that 
the theories on which charitable 
institutions are exempt from lia- 
bility differ in many of the states 
where immunity is applied. 

Neither New Jersey nor Connec- 
ticut follows the trust funds doc- 
trine for immunity. Both use the 
principle of public policy, which 
holds that the charity must be pro- 
tected in order best to promote the 
general welfare. Hospitals, it is 
said, perform a governmental func- 
tion in ministering to the poor and 
the sick and should be immune 
from suits by patients to the same 
extent as governmental agencies. 
Such is the doctrine also followed 
by Oregon,”! South Carolina?? and 
Wisconsin.?* The immunity of gov- 
ernmental agencies is becoming a 
thing of the past. 


TRUST FUNDS IMMUNE 


Two states that traditionally 
have followed the trust funds prin- 
ciple to free charitable hospitals 
from tort liability recently have 
modified the exemption to apply 
only to trust funds as distinguished 
from insurance funds. 

Thus, the basic law of Maryland 
was changed in 1947 by statute by 
the state legislature to provide that 
“each policy issued to cover the 
liability of any charitable institu- 
tion for negligence or any other 
tort shall contain a provision to 
the effect that the insurer shall be 
estopped from asserting, as a de- 
fense to any claim covered by said 
policy, that such institution is im- 
mune from liability on the ground 
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that it is a charitable institution.” 

This modification in the law re- 
sulted from a ruling by the-Mary- 
land Court of Appeals.?* Hospitals 
still remain immune, however, at 
least to the extent of their trust 
funds, but not as to insurance 
funds. 


ILLINOIS DECISIONS 


Similarly, in Illinois, the non- 
liability of charitable institutions 
was overruled in 1948 by the Ap- 
pellate Court of that state. 

It appears that a young boy was 
severely injured when he fell from 
the roof of a wooden ticket office 
in a stadium owned by a charitable 
corporation. A rider to the public 
liability policy of the corporation 
provided that the insurance com- 
pany could not use the immunity 
of the insured from tort liability 
unless requested by the insured. 
It was the contention of the child’s 
lawyer that the policy created a 
fund separate and apart from the 
trust fund of the charity, which 
could be used to compensate an 
injured person without impairing 
the trust fund. 

In sustaining this argument, the 
court declared that the immunity 
doctrine was devised for the bene- 
fit of the charitable corporation, 
and if its contract of liability in- 
surance stated that it could waive 
that immunity, no principle of law 
could prevent it from doing so. It 
was the intention of the charitable 
corporation, remarked the court, 
to protect those who might be in- 
jured through its negligence. Since 
no request had been made for the 
insurance company to avail itself 
of the charitable defense of im- 
munity, such a defense could not 
be interposed by the carrier. Dam- 
ages were awarded to the patient 
within the coverage of the policy 
of insurance.”° 

In another case, decided by the 
Illinois Supreme Court on March 
22, 1950, the doctrine was affirmed 
that, although the trust funds of 
charitable corporations are im- 
mune from liability for the torts 
of the corporation’s employees and 
agents, there is no justification for 
absolute immunity if the trust fund 
is protected and insurance is avail- 
able for the payment of damages. 

A student sued a college oper- 
ated by a charitable corporation 
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for injuries which she incurred 
while practicing an act on the 
trapeze in preparation for the col- 
lege circus. The trapeze assembly 
fell with her to the hardwood floor 
of the gymnasium. 

Her complaint alleged that the 
college was fully insured against 
loss or damage sustained by reason 
of any judgment against it for 
damages and that the funds held in 
trust by it for charitable purposes 
would not be impaired or dimin- 
ished directly or indirectly by the 
lawsuit. 

The question as to whether the 
institution is insured, remarked 
the court, in no way affects its lia- 
bility any more than whether a 
charitable institution holding pri- 
vate nontrust property or funds 
would affect its liability. These 
questions would be of importance 
only at the proper time, when the 
question arose as to the collection 
of any judgment out of nontrust 
property or assets. 

Judgments may be obtained, but 
the question of collection of the 
judgment is a different matter. 
“The exemption or immunity 
which has been afforded a chari- 
table institution should go no fur- 
ther than to protect its trust funds 
from being taken to satisfy its 
liability for the tortious acts of its 
agents or servants.’’26 

Two other states, Tennessee2? 
and Colorado,?8 follow the rule that 
insurance creates liability to the 
extent of the policy coverage. A hy- 
brid doctrine is applied by Louisi- 
ana: The patient may not recover 
as against the insurance fund, but 
a visitor who is injured at the hos- 
pital may collect damages.?° 

States following the trust fund 
defense principles are Arkansas, 
Colorado, Illinois, Kansas, Maine, 
Maryland, Massachusetts, Michi- 
gan, Missouri, Pennsylvania and 
Tennessee. 

The decisions are not clear as to 
whether all property or income of 
the hospital, other than the insur- 
ance policy, constitutes trust funds. 
Obviously, if the courts hold that 
nontrust funds are restricted to 
endowments and similar property 
left in trust for hospital purposes, 
new difficulties may be presented. 
A Pennsylvania case, decided many 
years ago, sheds some light in hold- 
ing that every dollar received by 





the hospital, from whatever source, 
is stamped with the impress of 
charity. Money from pay patients 
is stated to be as strictly an in- 
crement of the charitable dona- 
tions as interest on money invested 
on loan. Any profits from this 
source are an incidental addition 
to the trust fund or income.*°® 


SHOULD BE INSURED 


The inescapable conclusion must 
be reached that, irrespective of the 
laws of the particular state, there 
are both legal and social implica- 
tions in the carrying of public lia- 
bility insurance. Insurance has be- 
come a recognized part of our so- 
cial and business fabric against all 
types of hazards, whether to life, 
health or property. The modern 
hospital would do well to be alert 
to the prevailing attitude toward 
hospital responsibility to compen- 
sate patients for injuries occa- 
sioned by the fault of employed 
hospital personnel. 
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Safety conscious hospitals will find that 
both their insurance broker and insurance 
carrier are qualified experts whose . . . 


Outside advice completes 


a full safety program 


MADISON B. BROWN, M.D. 


HOSPITAL’S BUSINESS is the care 
A of patients. Safety conscious 
employees create safety for the pa- 
tient. The patient hardly expects 
that the hospital is the place where 
he will be exposed to danger from 
fire or other accidents, and the em- 
ployee has every right to expect a 
safe working place. To the patient 
the hospital is the place where his 
ills and troubles will be taken care 
of. He has unconsciously shed cares 
and worries, and he assumes that 
every safeguard for his well-being 
has been provided for. Yet the 
overall record for America’s hos- 
pitals is not good. 

A study indicates that hospitals 
have an outstanding fire record, 
but fires still occur in such insti- 
tutions at the rate of more than one 
a day. Hospital employees suffer 
more injuries than do employees of 
the aircraft, automobile and tex- 
tile industries, whereas the haz- 
ards of the various professions and 
trades represented in hospitals are 
not as great as in these other in- 
dustries. 

Hospitals must be actively inter- 
ested in safety. In few types of in- 
stitutions are people so dependent 
upon the wisdom and foresight of 
administrative authorities for their 
safety. The position of the hospital 
administrator who has to admit, 
after a catastrophe, that he did not 
have a plan of action for an emer- 
gency is not enviable. 

A safety program has been in 
operation in the 410-bed Roosevelt 
Hospital for more than 10 years. 

Dr. Brown is the executive vice presi- 


= of the Roosevelt Hospital, New York 
City. 
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Here, safety begins in the employ- 
ment office. The personnel officer 
keynotes the safety program with 
the proper selection of qualified 
personnel and employees who are 
directed to jobs that are suited to 
their individual characteristics. 

After selection of the employee 
by the best means available to the 
personnel department, and after 
approval of the prospective em- 
ployee by his department head or 
supervisor, the employee is not 
hired until a pre-placement phys- 
ical examination has been per- 
formed by the health service. The 
health service may play an import- 
ant role in reducing accidents by 
proper examinations of all new 
employees. 

This statement should by no 
means be interpreted to mean that 
all but the physically perfect should 
be rejected. Handicapped workers, 
properly placed, have as good a 
safety record as normal workers. 
The important thing is to detect 
the defects and place workers in 
appropriate jobs. 


EMPLOYEE EDUCATION 


The education of the employee 
is started immediately in the ori- 
entation period. Hazards peculiar 
to hospitals are pointed out and 
emphasized during the progress 
of a general hospital tour under 
the direction of the personnel offi- 
cer. This takes place before the 
employee is turned over to his de- 
partment head. 

The primary responsibility for 
safe operation rests squarely upon 
the director and administrative 
staff (department heads). For a 


safety plan to be effective, it must 
be carried to the point of opera- 
tions where accidents occur. In this 
hospital, the real program of safety 
is controlled at the level of the ad- 
ministrative staff, which appre- 
ciates the values of good “safety.” 

Each department head knows the 
peculiar hazards of his department 
and knows the special precautions 
necessary to prevent accidents. 
Imbuing safety consciousness in 
the employee is the responsibility 
of the department head, and al- 
though a continuing process, it is 
begun when the employee first re- 
ports on the job. Visual aids, such 
as safety films, training films and 
demonstrations are utilized to em- 
phasize the “safe” way of doing 
the job. During the “on-the-job” 
training period, the practical as- 
pects of safety are emphasized. 

No matter how extensive and 
complete the safety program, some 
accidents and illnesses will take 
place. This being the case, train- 
ing and facilities for emergencies 
are essential. All employees are 
“sold” on the idea of reporting all 
accidents and injuries to their su- 
pervisors or department heads no 
matter how slight. Serious time 
loss is prevented by having the de- 
partment head initiate the em- 
ployee examination form and hav- 
ing the employe report immedi- 
ately to the emergency service 
where prompt medical care is 
rendered. 

The health service is so organ- 
ized in this institution that com- 
petent professional medical care 
is available at any time of the day 
or night. The employee health 
service gives as much attention to 
the preventative phases of its work 
as to caring for the sick and in- 
jured. All employees have been 
made aware of this “program” and 
therefore do not hide minor in- 
juries. 

After the employee has been ex- 
amined by a physician in the em- 
ployee health service, the form is 
completed, indicating the diagnosis 
and treatment, with recommenda- 
tions made relative to the em- 
ployee such as continuing on the 
job and probable period of dis- 
ability. This form is returned to 
the department head who prepares 
the supervisor’s report of accident 
in duplicate. One copy, with the 
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completed employee examination 
form attached, is sent to the direc- 
tor’s office. There, an investigation 
is conducted into the entire inci- 
dent. The second copy is forwarded 
to the personnel department for 
tabulation and record. 


Just as.a patient seeks a doctor 
for his medical problems, so the 
hospital administrator should seek 
the counsel of safety experts. At 
this hospital, representatives from 
our insurance broker and our in- 
surance carrier conduct an inspec- 
tion program. This inspection pro- 
gram, which has come to be one of 
the most important phases of 
our safety program, is conducted 
monthly on a purely objective 
basis. 

In many cases, this type of pro- 
gram is not invited by the admin- 
istration, but it can be a most 
salutory procedure. The experts 
spend approximately one day per 
month in the hospital, visiting the 
sites of every accident reported 
and generally survey the entire 
hospital. Upon the completion of 
the inspection tour, they meet with 
the administrative staff which act 
as a safety committee. 


All accidents are reviewed and 
discussed, using as a basis the 
monthly report of accident forms. 
All potential hazards and discrep- 
ancies noted in the inspection tour 
are also reviewed and discussed. 
To more accurately demonstrate 
points of interest in safety, or the 
lack of it in the hospital, the safety 
experts present photographs for 
illustration. These are then taken 
back to the departments so that all 
employees concerned can view the 
photos, for there is nothing quite 
so forceful as pictorial evidence. 


At the safety conference, viola- 
tions of codes, unsafe practices, lia- 
bility hazards and fire hazards all 
may be brought to light. Recom- 
mendations are then formulated to 
rectify the deficiencies, this being 
a mutual endeavor arrived at 
through group discussion. 

The safety experts from the in- 
surance carrier and the insurance 
broker submit a formal monthly 
report, incorporating their inspec- 
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THIS form should be completed in duplicate 
by a department head reporting an accident. 
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tion findings and the recommenda- 
tions as formulated at the safety 
meeting. At first, the report may 
be very heart-breaking and diffi- 
cult to accept. It may be found 
that the hospital has been ‘penny 
wise and pound foolish.” It may 
highlight some delicate situations, 
but if everyone is in it together, 
no one gets hurt and the institu- 
tion really benefits. 

Hospitals can no longer beg-off 
because of the apparent expense, 
or the plea of being an eleemosy- 
nary institution, since the great 
benefits that accrue make it im- 
possible to do so. 

This group of insurance experts 
becomes a very powerful influence 
toward operating a safe and effi- 
cient plant. By inviting and en- 
thusiastically supporting such an 
inspection service, an institution 
may be aided, as we have been 
many times, with the government 
inspection authorities. 

Insurance problems are contin- 
ually reviewed, and the practice as 








well as the preaching of safety has 
become second nature in the hos- 
pital. In fact, the cooperation of 
the insurance broker and the in- 
surance carrier makes the differ- 
ence between a haphazard program 
with diminishing interest and a 
dynamic program with increasing 
interest. 

Safety cannot become a latent 
interest. Protection of life and 
property through improved safety 
practices and techniques is a top 
priority ‘must’ for the hospitals 
of the nation. Safety demands con- 
tinued effort. . 

There are many agencies pre- 
pared to give help, but a sincere 
willingness to be helped must be 
evident. 

The hospital safety service of 
the National Safety Council offers 
such a service. Through the use of 
such services and the assistance of 
insurance representatives, an ac- 
tive safety program can be es- 
tablished and maintained in any 
hospital. 
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Fitting a hospital to its site 


HE VETERANS Administration 
Hospital at New Orleans pre- 
sented certain unusual problems in 
the early planning stages. Whereas 
the sites chosen for most of the 
veterans hospitals gave adequate 
space for the buildings and grounds, 
the New Orleans hospital is being 
built in the heart of the city on 
what is naturally a restricted plot. 
The decision to erect the hospital 
adjacent to the huge Charity Hos- 
pital was a wise one on the part 
of the Veterans Administration and 
the Corps of Engineers. But the 
limited area on which it was to be 
Mr. Kingsbury is a member of the archi- 


tectural firm of Faulkner, Kingsbury & 
Stenhouse, Washington 6, D. C. 
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SLOCUM KINGSBURY, A.I.A. 


placed and the unusual under- 
ground conditions in New Orleans 
required that the architects con- 
sider carefully the design of the 
buildings in relation to their site. 
The hospital was designed by the 
associated firms of Favrot, Reed, 
Mathes and Bergman of New Or- 
leans and Faulkner, Kingsbury and 
Stenhouse of Washington, D. C. 
Like a number of the veterans 
hospitals, the one for New Orleans 
was designed twice. Rapidly rising 
costs made it impossible to build it 
as it was first contemplated. A re- 


vised program, which kept the 
same number of beds but either 
omitted or reduced certain other 
areas, made it possible to redesign 
it within its budget. This reduction 
in size also helped considerably in 
fitting the buildings to the site. 
The site problem in all its as- 
pects was studied not only on the 
drawing board but also by the use 
of models. Two completed models 
were made, one of the first design 
rather crudely constructed, and the 
other, a much more carefully built 
final model. In addition to these 
two models, numerous studies were 
made in clay as the two schemes 
were developed. a 
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The value of a model in studying 
a site is sometimes overlooked, 
especially when more than one 
building is involved. The true re- 
lationship between two structures 
can be properly studied only in 
three dimensions. In the design of 
New Orleans hospital this was 
even carfied to the point where a 
photograph of the final design was 
superimposed on an aerial view of 
the city showing the relationship 
of the new buildings to those al- 
ready built. (See page 51.) 

Except for its limited area and 
the fact that it was so completely 
within the city limits, the site had 
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certain advantages. It was evident 
from the first that the auxiliary 
services of the hospital should be 
placed on Gravier Street nearest 
to the Charity Hospital buildings, 
since this would make it possible 
to face most of the rooms in these 
departments to the north. The 
northern T-shaped wing therefore 
was designed to contain the out- 
patient department, the receiving 
unit, x-ray facilities, the labora- 
tories, the physical medicine de- 
partment and surgery. This left the 
main portion of the building facing 
south for the nursing units. 

In New Orleans the prevailing 
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breeze is from the south. It hap- 
pens that this breeze coming off 
the Gulf of Mexico is the coolest. 
It is fortunate too that so far as 
the hospital design is concerned 
the prevailing breeze is also from 
the direction from which the win- 
ter sun is slanted. 

An examination of the third floor 
plan which illustrates the typical 
arrangement of the nursing units 
shows that with four exceptions, 
all of the bedrooms in the winter 
months receive some sunlight dur- 
ing a part of the day. At the same 
time, due to the shape of the build- 
ing, the amount of summer sun- 
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Favrot, Reed, Mathes & Bergman, New Orleans, La., and Faulkner, Kingsbury & Stenhouse, Washington, D. C., architects-engineers. 
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SITE PLAN of the New Orleans Veterans Administration Hospital. 


RECEIVING UNIT _ 
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COMPLETED model showing hospital layout as finally approved. 
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light penetrating these rooms is 
reduced to a minimum because of 
the position of the two projecting 
wings. 

Unlike the private hospital, the 
veterans hospital has to house a 
great many convalescent patients, 
the ratio being approximately 28 
to 12 except in the neuro-psychia- 
tric sections. In the new Orleans 
plan, the 12 single rooms for 
acutely ill patients are in the pro- 
jecting wings, the corridors of 
which are directly under observa- 
tion of the nursing station. The 
rooms for convalescents were 
placed so that these patients cannot 








STANDARD NURSING UNIT 


leave the floor without passing the 
control post. In some measure, 
therefore, the arrangement of the 
rooms was governed by require- 
ments of the program rather than 
by orientation. 

The shape of the building was 
considerably influenced by the gen- 
eral outline and size of the plot. 
A great many studies were made 
with the use of clay models and 
on drawing boards to place it in 
the most advantageous position. 

One difficulty which presented 
itself was that, during a heavy 
rainfall, the flat contour of New 
Orleans frequently leads to flood- 
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ing of the streets. The surface 
water has to be pumped off through 
underground drains, which often 
become clogged with leaves dur- 
ing dry spells. This made it im- 
portant to keep the first floor of 
the building as high as possible in 
order to provide good _ surface 
drainage. It seemed essential, there- 
fore, that the main hospital build- 
ing should be as near the center 
of the lot as possible. In this way, 
too, it would be placed as far as 
possible from any of the high 
buildings, present or future, sur- 
rounding it. 

Although the court between the 
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hospital and the residence build- 
ing may not be entirely adequate 
for a building housing so many 
convalescents, it is secluded. The 
disposition of the building, fur- 
thermore, has made it possible to 
utilize the remaining areas of the 
lot to best advantage. Service to 
the heating plant, laundry, audi- 
torium and the hospital proper is 
through one entrance off Freret 
Street, which can well be con- 
trolled. 

The various entrances to the 
building are shown on the base- 
ment and first floor plans. In the 
basement, food is brought in’at the 
opposite side of the service court 
from all other supplies. It was nec- 
essary at each of these points to 
provide outside elevators since the 
heavy rainfall did not permit de- 
pressing the service court to meet 
the basement level. On the first 
floor, in addition to the visitors’, 
outpatients’ and emergency (am- 
bulance) entrances, is the general 
employees’ entrance with a ramp 
leading to the west court for 
wheel-chair patients. 

As may be seen from the model, 
the shape of the building and its 
location made possible an open air 
area on the eighth floor for the 
psychiatric patients. This is com- 
pletely secluded except from the 
windows of the psychiatrists offices 
on the tenth floor. Only from the 
very distant windows of the 
Charity Hospital can these patients 
otherwise be seen. This was one 
of the most difficult requirements 
of the program to meet, and its so- 
lution was considerably helped by 
the experiments made with the 
models. 


The studies made for this hos- 
pital illustrate the necessity of 
thinking of the building or build- 
ings for any project in relation to 
the site chosen and the advantage 
of using several different methods 
of arriving at a satisfactory solu- 
tion. For the restricted site these 
Studies are essential, particularly 
the use of models. Even when 
much more land is_ available, 
models are more helpful than is 
generally supposed. In the case of 
So complicated a building as a hos- 
pital, where such things as orien- 
tation, flow of traffic and control 
are so important, it is poor plan- 
ning to neglect them. 
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CONSULTING STAFF doctor, one of 14 specialists, makes rounds with local staff doctor. 


Consulting staff for a small hospital 


OO MANY SMALL hospitals iso- 

late themselves from the facili- 
ties of large hospitals or medical 
centers and the services of spe- 
cialists. Furthermore, when they 
do have to obtain specialized treat- 
ment for patients, they usually re- 
fer, more or less, “to the four 
winds.’’ Hopkins County Memorial 
Hospital, Sulphur Springs, Tex., 
has overcome its isolation from 
such facilities by the organization 
of a consulting staff of 14 special- 
ists from the surrounding area. 

Hopkins County Memorial is a 
44-bed general hospital with an 
active local medical staff of 10 doc- 
tors, all of whom are general prac- 
titioners. The only hospital in the 
county, it serves approximately 
30,000 people. The nearest medical 
center is Dallas, 85 miles away. 

In forming their by-laws, our 
medical staff decided not only to 
organize a consulting staff but to 
make it work. As we set up our 
consulting staff, we chose one out- 
standing specialist in each of the 
various fields of medicine and sur- 
gery. After they had agreed to 
accept the appointment, we made 
a verbal agreement with each that 
as far as his specialty was con- 
cerned we wanted to “put all our 
eggs in one basket.” For example, 
with our orthopedic surgeon we 
had the agreement that he was to 
handle all of our specialized ortho- 
pedic surgery, both charity and 





private patients. At the present 
time we have 14 specialists, who, 
though 85 miles away, serve on our 
medical staff. 

During the past year the various 
members of our consulting staff, 
through our local staff, have an- 
swered 28 calls to our hospital for 
medical consultation and surgical 
operations. In addition, if treat- 
ment cannot be provided locally, 
such as for radiological patients, we 
refer patients to them. Our con- 
sulting pathologist examines all of 
our tissues and renders a typewrit- 
ten report on our own form for our 
medical records. Our radiologist 
and cardiologist do the same with 
films and electrocardiograms 
mailed to them. 

All members of our consulting 
staff have taken part in our regu- 
lar monthly staff programs. This 
tends to make them an actual part 
of our hospital staff. Furthermore, 
every time they are called they 
make rounds with several of our 
local doctors. As many as three 
consultants in a week’s time have 
rendered to our staff and patients 
service that would equal the best 
in the nation. Thus, some 30,000 
people are assured that, as far as 
they are concerned, our hospital is 
a medical center. In other words, 
if we can’t handle it, we know who 
can. — LOWELL HuDSON, adminis- 
trator, Hopkins County Memorial 
Hospital, Sulphur Springs, Tex. 
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HE INSTITUTE OF LIVING, oldest 
hospital in Connecticut and 
third oldest psychiatric hospital in 
the nation, has recently opened its 
own radio station and is now busily 
developing plans for expansion of 
the station’s program activities as 
a form of therapy for the patients. 

The Institute of Living was char- 
tered in 1822 by the Connecticut 
State Medical Society and received 
its first patients in 1824. For more 
than a century this pioneering hos- 
pital for the mentally ill was 
known as the Hartford Retreat. It 
was in 1931 that the board of di- 
rectors brought Dr. C. Charles Bur- 
lingame to the hospital as psychi- 
atrist-in-chief. He quickly began 
the transformation and expansion 
of the old Retreat into the present 
Institute of Living. 

Our present campus comprises 
approximately 33 acres on which 
there are located more than 30 
separate buildings. These include 
halls and cottages for our patients 
(who are referred to as guests), 
residences for personnel, recreation 
and physiotherapy structures, a 
psychosurgery building, a garage 
and a chapel. 

Our guest enrollment, which is 
just under 400, includes persons 
suffering from all types of mental 
disorders. 

Under Dr. Burlingame’s direc- 
tion, the institute was in the 
vanguard in setting up a training 
program for psychiatric aides (and 
replacing attendants with such 
aides who could contribute to the 
therapy of the patients through va- 
ried activities); creating a widely 
copied department of educational 
therapy; starting a monthly ab- 
stracting service known as the Di- 
gest of Neurology and Psychiatry, 
and in undertaking research pro- 
grams in many fields related to 
psychiatry. 

Before he died in England last 
July 22, Dr. Burlingame had made 
plans for the institute’s own radio 
station, Station WIOL. Since his 
death, the hospital’s new psy- 
chiatrist-in-chief, Dr. C. F. Von 
Salzen, has taken keen interest in 
the therapeutic possibilities of the 
new broadcasting facilities. 

Station WIOL’s transmitter was 
built by a member of the Institute’s 





Mr. Case is director of public relations 
at the Institute of Living, Hartford, Conn. 
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Advanced therapy for psychiatric patients 


staff, and he is now the station’s 
technical director. A power output 
of 15 watts is sufficient to carry the 
programs to all parts of the insti- 
tute’s campus. Space on the top 
floor of the main hospital building 
has been subdivided to form an ad- 
equate studio and control room. 


DAILY BROADCASTS 


At present, Station WIOL broad- 
casts two programs daily, at hours 
when all patients except those hav- 
ing treatment or taking motor tours 
are able to listen. Many of our 
guests have their own radios in 
their rooms. In addition to these, 
there is in every hall what might 
be termed a “community” radio for 
all the guests having residence in 
that hall or cottage. All of these 
radios can be used to tune in other 
stations but we endeavor to arouse 
interest in WIOL’s programs so 
that the guests will want to tune in 
our station whenever it is on the 
air. 

Each morning, from 8:30 until 9, 
WIOL is on the air with news of in- 


JOHN R. CASE 


stitute activities, announcements of 
interest to the patients who are 
guests at the hospital, and recorded 
music. In my position as director 
of public relations, I have done 
much of the morning announcing, 
but this work is being taken over 
more and more by psychiatric aides 
who have had broadcasting experi- 
ence. 

In the afternoon, from 1:30 until 
2, there is presented a matinee pro- 
gram arranged by the special as- 
sistant to the psychiatrist-in-chief, 
who is acting as WIOL’s program 
director. Interviews with interest- 
ing personalities on the institute 
campus, including instructors in the 
department of educational therapy, 
have been features of these pro- 
grams to date. 

Each afternoon of the week is 
devoted to a special topic, includ- 
ing sports, fashions, arts and crafts, 
travel and life in other countries, 
books and music. (This pattern is 


HOSPITALS 











its of 

are 
rded 
octor 
done 
cing, 
over 
aides 
peri- 


until 
pro- 
1 as- 
hief, 
gram 
rest- 
situte 
n the 
rapy, 
pro- 


ek is 
clud- 
rafts, 
tries, 
rn is 


TALS 


set aside when features of special 
interest are available, but is fol- 
lowed in general to insure a variety 
of programs appealing to every- 
one.) Regular features of this pro- 
gram are book reviews by the di- 
rector of the guest library; fashion 
notes by the personal shopper, the 
head beautician, and the instructor 
in costume design; sports notes by 
one of the physical education in- 
structors, and music by a trio 
which plays frequently for smaller 
groups of guests. 

Some of the special interviews 
which have been heard are: “The 
Causes of Autumn Color in Foli- 
age,” by the horticulture instruc- 
tor; “Europe as I Saw It,” by the 
head introductor who recently re- 
turned from a 14-week trip; “Swe- 
den and America,” by two Swedish 
nurses observing at the institute; 
and discussions of hobbies such as 
autograph collecting, cooking, han- 
dicrafts, sculpture and indoor gar- 
dening. 

Wire and tape recordings are 
made of special events occurring on 
the campus, such as a Latin-Amer- 
ican fiesta, a concert by the Coast 
Guard band, and a county fair (in 
real New England style). These re- 
cordings are later broadcast over 
WIOL, so that guests who partici- 
pated may hear themselves and 
those unable to attend may share 
in the enjoyment. 

Plans are being made for addi- 
tional hours of broadcasting. Many 
of the guests are showing interest 
in participating in radio plays. The 
regular play-reading groups are 
working on adaptations of selected 
Broadway hits which will be re- 
corded and broadcast. (The hospi- 
tal’s policy of protecting the pri- 
vacy of its guests will, of course, be 
carried out in these performances, 
and no one participating will be 
identified to the listening audi- 
ence. ) 

In the belief that the new radio 
Station has definite therapeutic 
possibilities, members of the med- 
ical staff of the institute are work- 
ing with the program director in 
planning further programs to be 
presented as therapeutic agents. 
These will include dramatic pro- 
grams by personnel, music appre- 
ciation programs, special lectures 
and entertainment, as well as some 
actual instruction programs for 
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guests who for any reason are un- 
able to attend their regular classes. 

No attempt has been made as yet 
to secure outside talent to appear 
on the station. This should prove a 
rich field for further effort, as there 
are many fine entertainers willing 
to give their services for hospital 
programs. The radio broadcast 
makes it possible for even acutely 
ill patients to enjoy such a pro- 
gram. 

Some of the benefits already ap- 
parent from the radio station’s ac- 
tivities to date are: 
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HE AVERAGE citizen knows very 

little about a hospital. In fact, 
usually he thinks of it only when 
he himself is ill. Then he enters it 
and accepts as a matter of course 
all that is done for him there. 
When he is confronted with his 
bill, however, that is another mat- 
ter. That he does not accept with- 
out comment—and complaint. This 
typical citizen does not stop to con- 
sider the services that he has re- 
ceived. He does not understand all 
that is involved in his care and the 
reasons for the rates. 

A public relations job to coun- 
teract some of this ignorance, to 
enlighten the public, has been 
done by the St. Paul Hospital 
Council. Its staff prepared, for dis- 
tribution by hospitals, a 6 x 4-inch, 
16-page booklet entitled ‘““‘The Hos- 
pital Is at Your Service 24 Hours 
a Day.” 


1. The possibility of broadcast- 
ing provides guests with an in- 
centive for developing their talents. 

2. It is an excellent and con- 
venient way of reaching bed pa- 
tients or others who are hall-bound 
for any reason. 

3. Properly diversified programs 
help guests develop new interests 
and revive old ones. 

4. Doctors and instructors who 
discuss their own hobbies and in- 
terests come to seem more human, 
and guests realize that they prac- 
tice what they preach. 


Explaining the 


hospital bill 


The simple language of this 
booklet explains what the hospital 
is, lists the services included in 
the hospital bill, and tells some- 
thing of each of these services, the 
personnel and equipment. Further- 
more, the breakdown of a hypo- 
thetical room charge shows the 
reader how his money is spent. A 
few words point out why prompt 
payment of the hospital bill is nec- 
essary and the advantages of pre- 
payment hospitalization plans. 


The booklet is cleverly illus- 
trated with line drawings of hos- 
pital personnel at work and has 
an attractive cover, which, like the 
rest of the pages, is printed in black 
on white. 

Publisher of the booklet is the 
St. Paul Hospital Council, the ex- 
ecutive secretary of which is Walt 
Raschick, of the Charles T. Miller 
Hospital, St. Paul 2, Minn. The 
council places a small handling 
charge upon requests for copies. 





Whats included in your hotpital bill? 
First, there's the “room” charge, as the daily charge for routine 
hospital service is often called. Your first impression may be that 
the room charge is pretty high, for you are apt to compare it with 
the cost of a hotel room. If you do, keep in mind that there 
are many things included in this so-called “room” charge that are 
not supplied in a hotel. 


Nursing Seruice, for instance, 

24 hours « day! 

Nursing salaries aren't really very high ($1.10$1.39 
an hour) but on the average 40°, of the money pa- 
tients pay for their rooms goes for nursing service. 








from the daily “room” charge wo purchase, prepare and 4 
serve the patients’ food. Your meals are planned, prepared ro 
and served under the supervision of highly trained dieti: > 
tians. If you cannot cat regular meals, special food is pre- 

pared for you. 


Food 1s included in your room charge Sh #9) 
The hospital must use about 20°, of the average income a 


, 
pu 

The hospital will have a big: Laundry bill for you every da 
frequent changes of gowns, towels, sheets, pillow cases 
Your curtains, slip covers, blankets and pillows must be 
laundered often too All this 1s paid for out of your room 
charge 
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PROBLEMS OF CREDIT OFFICER 


Social factors play a part 


in the collection policy 


J. A. CONNELLY 


HOSPITAL CREDIT and collec- 

tions officer finds real satis- 
faction in working out the social 
factors that determine the patient’s 
true ability to pay an account. He 
works these things out in terms of 
the patient’s finances, the hospital’s 
endowments and gifts and the 
Community Fund. Then he laces 
all these factors on the framework 
of the necessary income and ex- 
pense. 

There are a great many patients 
who are ordinarily self-sufficient 
but who suddenly become med- 
ically indigent. These are the great 
number of people who are mar- 
ginal to agency care but are not 
eligible for it. 

The patient who can, should and 
does pay his bill is no problem to 
the credit and collection depart- 
ment. The marginal group, how- 
ever, frequently needs _ hospital 
care, and it is our own stringent 
code of ethics which guarantees 
that care will be given. 

In a period of economic and so- 
cial transition, such as the present, 
it is difficult to determine in fair- 
ness both to the patient and to the 
institution what the patient shall 
pay. Changes in outlook have come 
about on the part of the group and 
on the part of the individual who 
has only vague feelings and dim 
understanding of his responsibility 
for what. befalls him. 

For some, personal pride is tak- 
ing on a new meaning from what 





Mr. Connelly is director of admissions 
and collections of the University of Chi- 
cago Clinics. The above article was adapted 
from a paper he presented at the Associa- 
tion’s Institute on Credits and Collections 
in Chicago in May 1950. 
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it had even 10 years ago. Charity 
still may bring forth a feeble word 
of protest; but if that same charity 
is called by any other name, it is 
doubly sweet to the seemingly in- 
creasing number of people who 
are willing to shift their responsi- 
bilities to an institution, to an 
agency, or to the government. To 
a great many of this marginal 
group, relief can become chronic. 
The hospital performs a great so- 
cial function when it tides the pa- 
tient over a period of illness with- 
out forcing him onto the relief 
rolls. 

From the stringent code of 
ethics which determines the op- 
eration of charges to the person in 
need of hospital care, come the so- 
cial factors that determine what 
the patient shall pay. These factors 
may be grouped under three main 
headings. 


SOCIAL FACTORS 


I. Social factors that spring 
from the patient’s diagnosis and 
prognosis. 

2. Social factors that emanate 
from the American “pattern of 
living.” 

3. Social factors that are fixed 
by the patient’s social status. 

These factors, .either solely or 
taken together, need not neces- 
sarily be the rule for any hospital 
or group of hospitals. A hospital’s 
own code of ethics, the social cus- 
toms of its particular locality, and 
the “ground rules” of that hospital 
as governed by the available 
amount of funds must determine 
the application of these factors in 
each case. 





Of all the social factors encoun- 
tered every day, perhaps the most 
common are those that take their 
meaning from the patient’s diag- 
nosis and prognosis. 

The average patient who comes 
in for observation will, in all 
probability, pay full rates. The 
same is true of the very short- 
term hospitalizations, such as for 
appendicitis, gall bladder disorders 
and several other illnesses. 

When a patient comes in, how- 
ever, for a seemingly mild diag- 
nosis and suddenly finds his diag- 
nosis changed to something that 
is very serious and that calls for 
a longer stay, the credit and col- 
lections officer immediately must 
change his thinking about that case. 
This is particularly true when the 
patient cannot be moved elsewhere. 
The outstanding example of this 
is the victim of the automobile 
wreck who requires expensive care 
for a period of weeks and then 
dies. In these cases frequently the 
social factors are on one side and a 
bad debt is on the other. As judge, 
the collections officer must decide 
which it will be. 


REHABILITATION 


In some of these cases there will 
be not only the problem of hos- 
pitalization but also the problem of 
the patient’s rehabilitation in the 
community once he has been re- 
leased from the hospital. This is 
particularly true in such cases 
where the patient’s occupation is 
destroyed by his disease. In such 
instances the credit and collec- 
tions person works somewhat akin 
to a surgeon, in that he is cognizant 
not only of what he takes from 
the patient but of the efficient op- 
eration of what he allows to re- 
main. The hospital frequently will 
sacrifice a possibility of taking 
what it can get because it knows 
that the patient will need every- 
thing he has for the long road back. 

These things collections officers 
know and understand. They are 
as automatic about them as they 
are in the operation of the brake 
pedal while driving an automobile. 
Not so automatic are the social fac- 
tors that sometimes are forced 
upon their thinking by the Ameri- 
can “patterns of living.” 

Someone has defined freedom as 
“the right to make one’s own mis- 
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takes.” If that is true, Americans 
are really free. American business 
has conditioned the public to spend 
not only next month’s salary but 
the salary of the month after as 
well. Only too often does a patient 
relate that he owes for a car, a 
combination radio and_ record 
player, a television set and last 
year’s vacation, and in almost the 
same breath he tells the collection 
officer that he has not the slightest 
idea of how he is going to pay a 
hospital bill. 


PATTERN OF LIVING 


These are the people who sub- 
tract from the credit officer’s 
equanimity, add to his problems 
and seem to be multiplying by the 
score. This is a pattern of living 
that seems to be here to stay. While 
the credit officer deplores it, he 
knows he must live with it. 

A step above these people are 
those who subscribed to hospital 
insurance six or seven years ago 
because of its small premium and 
are totally ignorant of its coverage 
until they stand at the collectio 
desk. 

These people have relied on their 
hospital insurance to pay the whole 
bill and are chagrined and angered 
when told that it will not. The ad- 
vent of chemotherapy has made the 
margin between the insurance 
policy and the actual bill even 
larger. The patient who in all sin- 
cerity thought he had complete 
coverage and made no other provi- 
sion for hospital care is lost. 

These are the cases where long- 
term payments must be worked 
out in fairness to the patient and 
to the institution. In these cases, 
too, the hospital frequently is 
forced to consider the patient’s 
psychological ability to pay. A pa- 
tient may work hard to pay a $300 
bill but give up as hopeless a $600 
bill. 

The insurance cases in which 
certain insurance companies never 
seem to pay a claim are common 
to collection people. Because a pre- 
mium was late or because the in- 
Surance company decided the pa- 
tient had the ailment before he 
applied for insurance, the policy is 
cancelled. Then, because the pa- 
tient has no other means, the hos- 
pital frequently has to “pay the 
freight.” 
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Another pattern of American 
living is a strike in the patient’s 
own industry or the large-scale 
layoff in some allied industry. The 
social factors involved are fre- 
quently quite clear to the patient 
even if he is a bit misguided but 
are sometimes vague to the hospi- 
tal. The small hospital in an in- 
dustrial center frequently carries 
the brunt of this pattern and these 
social factors. 

A little on the opposite side of 
the picture, but with somewhat the 
same general results, are the peo- 
ple who want nothing but the best, 
insist on every service the hospital 
has, usually only for its prestige 
value and the impression they wish 
to create on their visitors. These 
people are said to “have means,” 
but they give the collection de- 
partment some moments of real 
doubt, which sometimes change to 
certainty, when they stop in the 
department on their way home to 
pay their bills. 


POSITION IN LIFE 


People in credits and collections 
see a cross section of human liv- 
ing, its whys and its wherefores. 
They see all kinds of conditions of 
men. They see only too often the 
people who never had a chance— 
and who are the easiest and most 
gratifying to help. They find, too, 
the people on the way up—the 
young family that frequently pre- 
sents the most difficult problems in 
terms of tiding them over the shal- 
lows and keeping them off of re- 
lief. The father is perhaps 21, the 
mother, 19, and the child 1 year 
old. 

Whether it is medical, surgical, 
or pediatric care that is needed, 
the amount of money available for 
a long, long time to come is lim- 
ited. Within these limits the hos- 
pital is forced to find its way. 

Too often collection officers see 
the people on the way down, the 
real tragedies. Some industries list 
the age of super-annuation of its 
speed shop people at 45. After 45 
these people drift to other jobs. 
There is a change in the standard 
of living, and hospital insurance is 
frequently one of the first things 
to go. By the time social security 
or old age assistance takes over, a 
great many of these people are eco- 
nomically lost. The hospital fre- 





quently finds them on its doorstep. 
Once again the credit and collec- 
tions officer must decide how much 
of their life savings he has to take 
in payment for services rendered. 

With the extension of the life 
span and the increase in geriatrics, 
hospitals are seeing more and more 
of older patients when they have 
a sudden flare-up of some chronic 
ailment. The modern tempo of liv- 
ing and the four-room apartment 
with roll-away bed cause relatives 
or friends to hustle these elderly 
persons off to the hospital even if 
there is little money to pay their 
way. 


SEASONAL EMPLOYMENT 


There are the people who do 
not have continuity of employ- 
ment. They make good money 
when they work, but a fracture or 
similar ailment during the off- 
season can run up the hospital’s 
accounts receivable. Pride of oc- 
cupation or union rules keep these 
people from working at anything 
else. Because their work is sea- 
sonal, they frequently are indebted 
to the loan companies or have 
other mortgages on their future 
pay checks. 

When one of these people comes 
in with the explanation that he 
cannot get a job without a hernia 
repair and he cannot pay for the 
repair without a job, the credit 
officer again has a choice of put- 
ting the social factors into play. A 
routine for this is, if the patient 
can raise enough money for the 
room and board, to give him the 
extras and find a surgeon who will 
do the operation free. 


The lists of the social factors 
and the groups that produce them 
are but guideposts to working with 
the patient because these factors 
really cannot be broken down to 
pure isolated units and fitted into 
a case. A formula cannot be built 
from them. 

Human beings are being dealt 
with, and no two cases are alike. 
Sometimes the meaning of the ill- 
ness to the patient will add weight 
to a factor or subtract from it. The 
judgment of credit and collection 
people must be the Geiger coun- 
ter, which determines the pres- 
ence, the quantity and degree of 
the social factors present in each 
case. 
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The year ahead 


WHATEVER COMES of this country’s misadventure 
in Korea, the year 1951 promises to aggravate all 
existing problems of operating a hospital and to 
add a few new ones. 

Everywhere it is assumed that industrial mobili- 
zation for war will have first call on our resources, 
the only question being whether this is carried 
out in the midst of a national crisis or merely in 
anticipation of one. 

Either way, hospitals may expect to face a stead- 
ily growing shortage of professional and nonpro- 
fessional help and an even more painful shortage 
of revenue to cover spiraling costs. Administrators 
and board members who were on the job ten years 
ago should be able to profit by that experience, 
especially in the matter of keeping income abreast 
of expense. 

No business and probably no other service 
agency is so economy minded as the average vol- 
untary hospital, nor so reluctant to raise the price 
of its product or service. This is as it should be, 
and may the present emergency not alter the 
philosophy behind it. 

With the advantage of hindsight, however, it 
may now be said that too many hospitals were 
too reluctant to raise rates in the period from 1942 
to 1946. Eventually the income-outgo balance had 
to be restored by such thumping rate increases 
that the public was shocked and critical. 

Meantime hospital service had suffered, expan- 
sion plans had been disrupted, and reserve funds 
had been depleted. Blue Cross plans were likewise 
caught short and the service contract idea placed 
in such jeopardy that it has not yet been fully 
restored. 

That experience need not be repeated if admin- 
istrators and their board officers face up to the fact 
that more revenue will be needed in such quan- 
tity that the only adequate source probably will 
be higher per diem rates. This is not a pleasant 
prospect, but the troublesome consequences of a 
rate increase can be minimized by careful plan- 
ning and logical procedure. 

First, a statistical justification of higher rates 
should be developed, since many people outside 
the hospital are entitled to ask for a demonstra- 
tion that an increase is needed. 

Second, other agencies have a right to know that 
an increase is under consideration. This applies 
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particularly to the Blue Cross plan whose own 
rates may be affected; hence the plan’s officers 
should be given advance notice and a chance to 
comment. 

Third, in other than metropolitan communities, 
it is good public relations to demonstrate the need 
to the local newspaper editor, to ask his counsel 
and to arrange in advance for the announcement. 

Fourth, members of the medical staff may profit- 
ably be fitted out with a complete explanation 
which they can use in contacts with patients. 

Of course no one procedural pattern will fit all 
communities, but it is quite possible for a hospital 
to maintain realistic rates in a period of inflation 
without endangering its public relations, merely 
by recognizing the natural hazards and planning 
to overcome them. 

The year ahead will be one which tests the acu- 
men of hospital governing boards, for the pitfalls 
are numerous. In an effort to keep in balance, some 
may make the mistake of curtailing essential serv- 
ices which cannot pay their own way. Some may 
expect top performance from a stripped-down 
administrative staff or from employees who are 
underpaid in today’s labor market. Some may be 
opposed to any adjustment, confidently expecting 
a miracle from the administrator. 

It will be a hard year at best, but those hospitals 
whose administrators and boards pay sufficient at- 
tention to this one problem of coping with inflation 
will suffer the least damage. 


Progress report 


FIFTEEN YEARS AGO the first issue of HosPITALs 
was mailed to Association members, and this was 
a considerable achievement under the circum- 
stances. 

In January 1936 the depression sat heavy on 
everything and everyone. The Association’s income 
and assets were low, judged by today’s standards, 
and for several years there had been persistent 
opposition to this form of expansion. 

To leap from the old quarterly Bulletin to the 
monthly Hospirats called for a good deal of cour- 
age by the Board of Trustees. It also called for 
some faith and financial support on the part of 
manufacturers and distributors who were then 
serving hospitals. 

Many association journals have sprung from 
similar circumstances, and many are older than 
this one, but not all have gained so much ground 
in a 15-year span. While readers of HospiTats each 
month have a chance to judge its editorial quality, 
they are not regularly kept posted on its progress 
otherwise. 

Any publication is first of all responsible to its 
readers. Its primary job is to provide them with 
reading material that is current, useful and de- 
pendable. When a publication accepts advertising, 
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it acquires also a responsibility to those who buy 
advertising space. It owes its advertisers their 
money’s worth with no strings attached. 

On this fifteenth anniversary, it is therefore 
pleasant to report that the day is long past when 
HOosPITALS was financially dependent on the good 
will support of manufacturers and distributors. 

Advertising space today is sold on its merits, and 
high among these merits during the last year has 
been the highest hospital magazine circulation, as 
reported by the impartial Audit Bureau of Circula- 
tions. It may be further reported that manufac- 
turers and distributors readily recognize their 
money’s worth. During the first 11 months of 1950 
the volume of advertising in HospPiTaLs increased 
148 pages over the 12 months in 1949. This is more 
than twice the combined increases of three other 
nationally distributed hospital magazines with 
paid circulations—and more than 10 times the 
combined increases of the two largest. 

In 1950 the companies advertising in HospiTaLs 
numbered 215, and it is well worth noting that 19 
have not missed a year since 1936. They are: 

American Hospital Supply Corporation, Ameri- 
can Laundry Machinery Company, American Ster- 
ilizer Company, Bauer & Black, Davis & Geck, Inc.; 
J. A. Deknatel & Son, Inc.; General Electric X-Ray 
Corporation, Frank A. Hall & Sons, Huntington 
Laboratories, Inc.; Johnson & Johnson, The Medical 
Bureau, Physicians’ Record Company, Will Ross, 
Inc.; Ohio Chemical and Surgical Equipment Mfg. 
Co.; John Sexton & Company, E. R. Squibb & Sons, 
Vestal, Inc.; C. D. Williams & Company and Max 
Wocher & Son Company. - 

While many manufacturers and distributors 
have found ways of demonstrating a genuine in- 
terest in the Association’s efforts, these 19 have a 
distinctive claim: They responded when their help 
was needed to launch a major and hazardous 
Association project, they saw it through the early 
years, and they are still with it. 


One more hard decision 


AN ARTICLE IN THIS ISSUE of the journal pictures 
graphically the serious trouble that descends on 
other nearby hospitals when a new Veterans Ad- 
ministration hospital is opened. (See page 41.) 

Payrolls already have climbed to a level that 
threatens the patient’s ability to buy hospital serv- 
ice, and now comes the Veterans Administration 
with salaries in many cases more than 50 per 
cent higher. Should the established hospital at- 
tempt to meet this competition by handing out 
fantastic pay raises and charging the patients— 
or the taxpayers—still more? Or should it stand 
fast, watch its key employees go, and let the qual- 
ity of its service slide downward? 

Such is the sorry predicament that has been 
washed ashore by an extravagant mixture of sen- 
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timentality and cynicism in our national politics. 
Members of Congress have been deaf to the As- 
sociation’s protests against planless building, and 
equally deaf to the Veterans Administration pro- 
tests that it cannot operate so many hospitals. 
The result is that three Veterans Administration 
hospitals are ready to be commissioned but ap- 
parently cannot be opened for lack of professional 
personnel—and several others, representing thou- 
sands of beds, are scheduled to be commissioned 
in the near future. 

Meanwhile the beleaguered existing hospital 
must make a hard decision. To relax and permit 
its standards to fall, because this is easier, would 
be to violate a traditional trust. The hospital really 
has no choice but to compete as best it can, to 
compete and try to explain. 


Essential ingredient 


FoR SEVERAL YEARS the Association has been 
urging administrators to look upon good public 
relations as a primary ingredient of good hospi- 
tal service, and today there are many evidences 
of progress. 

Annual reports in general are more attractive, 
more readable and more persuasive. Every week 
turns up a sheaf of newspaper clippings that tend 
to explain the hospital’s problems and purposes. 
The literature is filled with magazine articles that 
describe the pianning and carrying out of effective 
programs. 

There is also evidence, unfortunately, that many 
hospitals still manage their public relations about 
as they managed it before World War II, which 
is to say not at all. A survey in one state recently 
revealed that fewer than half the hospitals have 
established public relations departments. 

It might be supposed that established depart- 
ments would be found only in the larger hospitals, 
but this is not universally true. Among four of 
more than 300 beds, one has no department, while 
among eight of fewer than 100 beds, six are with- 
out departments. In two of the hospitals surveyed, 
public relations is handled entirely by board 
members. 

It is hard to believe that there are administra- 
tors today who do not consider public relations 
even an administrative responsibility. It is almost 
as hard to believe that more than half the admin- 
istrators in any state have the time, energy and 
necessary special skills to do this time-consuming 
job themselves. 

An established department need not be elab- 
orate and expensive. In smaller hospitals, it need 
not even be headed by a fulltime employee. While 
requirements will vary within limits, no hospital 
in 1951 can afford to be without some kind of 
planned public relations program. 




















HE GENERAL HOSPITAL fast is 

becoming the health center of 
the average American community 
and dental care in the hospital is 
taking on increasing importance. 
Twenty-five years ago only the 
larger cities boasted specialized 
professional personnel capable of 
staffing a hospital in most of the 
then-existing specialties in medi- 
cine. 

Those hospitals that were in the 
major population centers and that, 
in addition, were associated with 
teaching institutions furnished the 
educational facilities for under- 
graduate as well as postgraduate 
or graduate learning. At this same 
earlier time the general hospital 
was a place to go when all hope 
for life ceased to exist. It was a 
depressing situation when one “had 
to go to the hospital.” 


CONDITIONS CHANGE 


Today these conditions have 
changed or are changing. Post- 
graduate medical and dental edu- 
cation — and particularly, in the 
case of the latter, pre-professional 
and professional education — have 
produced great numbers of well- 
trained specialists who have been 
distributed to the smaller cities 
and who now give these centers 
the same broad coverages of med- 
ical and dental fields as the larger 
cities have. 

General practioners also have 
been the beneficiaries in this trend. 
Practically no one now enters the 
active practice of medicine with- 
out an internship, plus a year or 
more of residency. In turn this 
localized collection of special and 
general knowledge has enabled our 
hospitals to be staffed by men 
who themselves are experienced 
teachers. 

Thus we find most general hos- 
pital staffs competent to teach 
young men in residency programs, 
able to conduct excellent post- 
graduate education for neighbor- 
hood practitioners and, at the same 
time, ready to furnish the people 
of the area a high level of diag- 
nosis and treatment that previous- 
ly was reserved only as the privi- 
lege of large city dwellers. 

The presence of today’s high 





Dr. Goodsell is chief of dental service 
and chairman of the oral surgery section 
and Mr. Raper is managing director of 
Saginaw (Mich.) General Hospital. 


62 








The place of dental care 


in the general hospital 


J. ORTON GOODSELL, D.D.S., AND R. E. RAPER 


status of professional ability and 
general hospitals has not been an 
accident, although it has been evo- 
lutionary. Specialty boards have 
set up standards that, when met, 
have notified the public that the 
diplomate is, in reality, one who 
has attained proficiency in his field. 
Public interest is further served 
by the various hospital inspecting 
agencies, which insist that general 
hospitals meet certain require- 
ments if they are to receive ap- 
proval. 

Inasmuch as general hospitals 
seem to be the present and coming 
centers of health and professional 
education activities in communi- 
ties, it is only natural that a well- 
rounded program should include 
dentistry and its specialties. Most 
hospitals now include a dental de- 
partment, or service, although in 
a large number of these institu- 
tions oral surgery is the only 
branch that is practiced or repre- 
sented. 


EARLY PRACTICE 


During the evolutionary period, 
oral surgery and dentistry have 
made the same strides as the med- 
ical specialties. Medical education 
has largely ignored oral surgery, 
oral diagnosis and oral medicine 
or stomatology. It has, therefore, 
fallen to the lot of dentistry to 
cover this portion of the human 
whole. Available residencies in 
oral surgery were as few 25 years 
ago as were those in the medical 
specialties, comparatively speak- 
ing. Even today the number is in- 
adequate, but new services are be- 
ing established in many quarters. 








During the early years of gen- 
eral hospital growth in the small 
cities, if no oral surgeon were 
available the local dentist was 
called in on occasions when a jaw 
fracture occurred or when the re- 
moval of teeth seemed to be in 
order. Many times these dentists, 
not trained too well for their tasks 
and perhaps not caring for them in 
the first place, would not prove to 
be too proficient. Also, in some in- 
stances, a dentist might call him- 
self an oral surgeon when he really 
had none of the preparation or 
the ability that he professed to 


have. 
RESULT 


Failures of performance would 
tend to discourage the medical doc- 
tors and in many instances bring 
disrepute on the oral surgeon in 
particular and dentistry in gen- 
eral. If the “oral surgeon” was 
really an oral surgeon, he had no 
difficulty, generally speaking, in 
making his place in the hospital, 
and his medical friends would trust 
him and take him into the medical 
family. Dentistry, too, would gain 
friends. 

Today the oral surgeon is taking 
his place in the general hospital 
and the community. Also, dental 
services have been and are being 
established in hospitals because of 
the recognition of need for oral 
diagnosis and treatment—surgical 
and nonsurgical. The level of 
training and ability of the oral 
surgeon in any given instance 
seems to be the determining factor 
in privileges granted. Obviously 
there are conflicts between the 
fields of oral surgery and others, 
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Saginaw General polled 
41 hospitals on dental 
service and then set 
up its own department. 


just as there are bones of conten- 
tion between general surgeons and 
gynecologists, for example. 

No fence separates one field of 
surgery from another. The oral 
surgeon also may be a maxillo- 
facial surgeon. If he does cleft lip 
and palate plastics, he encounters 
the plastic surgeon. Whatever his 
intensive residency training en- 
compasses determines the scope of 
his practice in most instances, al- 
though there are sections of the 
country that are slow to avail 
themselves of all of the services 
that oral surgeons can render. Per- 
haps early experiences with poorly 
trained men or failure to recognize 
the trends and extent of dental 
education and graduate residencies 
are influencing factors. 

The Board of Oral Surgery, one 
of the newer boards, is aiming to 
clarify the situation. In future 
years a diplomate of the Board of 
Oral Surgery should have the same 
respect as those in other fields. Al- 
ready this board’s influence is be- 
ing felt. 


PLACE OF DENTISTRY 


In view of the growing position 
that the general hospital is assum- 
ing in the community, what is the 
place of dentistry in the staff or- 
ganization? What should its rights, 
privileges and responsibilities be? 
How can a dental staff be organ- 
ized so that it meets the approval 
of all of the many hospital certify- 
ing and inspecting organizations 
that are so insistent in their re- 
quirements? What is the position 
of the local dentist in relation to 
the nonprofit, semi-open, corporate 
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general hospital? How can the lo- 
cal dentists take part in and con- 
tribute to this growing health unit? 
How can they avail themselves of 
the educational facilities that are 
at hand or are to be developed in 
the future? 

The last two questions cannot 
be answered satisfactorily unless 
there is a complete dental staff 
organization covering all sections 
of dentistry. General hospitals of 
less than 300 beds do not provide 
enough clinical material to war- 
rant the organization of a complete 
dental staff. It does seem, how- 
ever, that some provision might be 
made in these smaller hospitals to 
take advantage of the educational 
features that are present. 

Recently the desire for the or- 
ganization of the dental staff of 
Saginaw General Hospital (208 
beds) was indicated by the active 
staff of that hospital in order to 
conform to hospital organization 
requirements that are demanded 
by the approving agencies. Amend- 
ments to the medical staff by-laws 
of the hospital, which would serve 
the desired purpose, were prepared. 


DENTAL QUESTIONNAIRE 


With the realization that the 
problem was one that undoubtedly 
was not peculiar to Saginaw Gen- 
eral Hospital, it was decided to 
write to 41 other hospitals scat- 
tered about the country whose size 
(approximately 200 to 300 beds) 
and type were similar to ours and 
to inquire about their methods. 
The selection was made from the 
list of hospitals approved for in- 
tern training published May l, 
1948, in the Journal of the Amer- 
ican Medical Association by the 
Council on Medical Education and 
Hospitals of that association. Only 
hospitals that had dental interns 
were chosen, the assumption being 
that those hospitals would have ac- 
tive dental staffs. 

From these hospitals answers to 
the following general questions 
were sought: 

1. Is there a dental or oral surgical 
service in the hospital? 

2. If so, how is it integrated into 
the medical staff organization of the 
hospital? 

3. Are there by-laws, rules or reg- 
ulations incident to the control of 
such a service? If so, please submit 
a copy. 


4. What surgical privileges are ex- 
tended and what qualifications are re- 
quired for major and minor oral and 
dental procedures? 

Most of the hospitals replied. As 
was expected, the general prob- 
lems were no different than ours. 


FORMER DENTAL SERVICE 


Saginaw General Hospital, like 
most of the hospitals on our list, 
for many years had no dentist on 
its staff. For the past 25 years, be- 
cause of the need for oral surgery 
services in the hospital, two or 
three oral surgeons have been on 
the staff, but as there is no out- 
patient service no other dental 
service has been performed. This 
conforms to the pattern and his- 
tory of other hospitals of our size 
and type. 

Oral surgery in Saginaw Gen- 
eral Hospital has been a section 
under general surgery. This has 
been a common practice in most 
other hospitals, but almost all hos- 
pitals have changed or are chang- 
ing to the American Dental As- 
sociation requirement of a dental 
service with oral surgery as a sec- 
tion under that service. No change 
in function or practical application 
of the oral surgery section results. 

The other sections under den- 
tistry in most hospitals include 
dental roentgenology, restorative 
dentistry, dentistry for children, 
periodontics and oral pathology. 
Nonsurgical privileges in practi- 
cally all of the hospitals were ex- 
tended only to members of the 
dental staff except, perhaps, in 
those instances where a private 
patient needed minor restorative 
attention and wished to see his 
own dentist who might not be a 
member of the staff. 

Oral surgery privileges were di- 
vided, in all cases, into major and 
minor and were not extended to 
anyone who did not have at least 
courtesy staff membership. In 
many cases the minor surgery 
privileges were specifically enu- 
merated. Some hospitals permit 
minor oral surgery only by oral 
surgeons who presumably possess 
major privileges. 

Other hospitals extend oral sur- 
gery privileges .on the basis of 
“personal qualifications,” which 
bears out the statement that when 
training is adequate the privileges 
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are commensurate. Credentials or 
qualifying committees, aided by 
the oral surgery chief, pass upon 
the qualifications. Many hospitals 
restrict minor oral surgery rights 
to those who have had at least 
“one year of hospital internship.” 

There is a growing tendency to 
grant major oral surgery privileges 
only to those who are diplomates 
of the Board of Oral Surgery. Ob- 
viously this is quite recent, as the 
Board of Oral Surgery is but a few 
years old, and those hospitals that 
include this rule exemplify our 
earlier remarks that by-laws are 
being revised at the present time 
in many of the hospitals. In fact 
some of the replies to the question- 
naire were delayed because the by- 
laws were in the process of re- 
vision at the time. 


CREDENTIALS COMMITTEE 


In connection with qualifications, 
a voluntary organization of doc- 
tors in Saginaw has rendered a 
worthwhile service to the local 
hospitals in the control and quality 
of general surgery in the city. This 
organization, known as the Central 
Surgical Credentials Committee of 
Saginaw Hospitals, is composed of 
two representatives from each hos- 
pital medical staff, plus a roent- 
genologist and a pathologist. They 
meet semi-annually and furnish 
the three local hospitals with an 
appraisal of each doctor’s surgical 
qualifications, classified as to un- 
limited major, unlimited major- 
specialties, major and minor. The 
men involved are so notified and 
usually are not permitted to ex- 
ceed the prescribed privileges 
without qualified assistance at the 
operating table. The credentials 
committee of each local hospital is 
not bound to accept the central 
committee’s action carte blanche, 
but it is usually accepted in an ad- 
visory fashion. 

In order to enlarge the service 
potentials of the central commit- 
tee, an oral surgeon and dentist 
are to be added to it so that these 
aspects can be appraised and 
passed on to the credentials com- 
mittees of the individual hospitais 
for their information and guidance. 
In this way, voluntary controls 
over the practice of oral’ surgery 
and dentistry will be established 
and will function for this newly- 
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created hospital service the same 
as it has for general surgery in the 
past. 


SAGINAW GENERAL BY-LAWS 


From the information that we 
received, it appears that the gen- 
eral pattern of accepted practice 
as related to dentistry in general 
hospitals is about as represented 
in the revision to the by-laws of 
Saginaw General Hospital, listed 
below: 

1. There shall be a dental “service” 
with sections as follows: 

2. Oral surgery 

Dental roentgenology 

Restorative dentistry 

Dentistry for children 
Periodontics 

Oral pathology 

The chief of the dental service shall 
be an oral surgeon who possesses ma- 
jor surgery: privileges. 

(This specification would seem 
to be indicated. because in hospitals 
of the size and type of Saginaw 
General the only service rendered, 
to any extent, is oral surgery.) 


3. Nonsurgical privileges shall be 
limited to those who have the ap- 
proval of the chief of dental service 
and the qualifying committee. 

Minor or limited oral surgery privi- 
leges may be extended to those den- 
tists who present evidence of having 
completed at least one year of hospi- 
tal dental internship, a large portion 
of which has been devoted to oral 
surgery and allied subjects, who have 
been appointed to the medical staff 
and who have the approval of the 
qualifying committee and the chief of 
the dental service. 

Those dentists who do not meet the 
internship requirement and who wish 
minor oral surgery privileges, upon 
submission of evidence of acceptable, 
advanced, postgraduate training in 
the field of oral surgery, may be 
granted these privileges, provided 
they have the approval of the chair- 
man of the oral surgery section, the 
qualifying committee and the active 
staff and have been appointed to the 
medical staff. 

Major or unlimited oral surgery 
privileges extended to dentists who 
have been appointed to the medical 
staff shall be limited to those who are 
diplomates of the Board of Oral Sur- 
gery or who have experience which 
meets the requirements of that Board 
and who have the approval of the 
chief of dental service and the quali- 
fying committee. 

For adequate control of this, as 
well as other services, there must 
be adequate staff organization. Ad- 
ministratively the chief of dental 


service should be a member of the 


medical executive committee if the 
best interests of all services are to 
be served. He must be aware of 
clinical and other problems and 
have a part in their solution. 
The foregoing constitutional 
changes and organizational adjust- 
ments should meet the require- 
ments of the inspecting agencies 
and fill the needs of the hospital, 
the public and the professions. 


HEALTH COORDINATION 


If, then, the general hospital is 
to fulfill its ordained role in the 
area it serves, all recognized as- 
pects of the health pattern must be 
coordinated and correlated within 
its functional structure. With this 
basic concept, dentistry is a health 
service needed just as much as any 
medical service. It is an important 
division of the healing art. All too 
frequently hospital directors are 
meeting problems of patients re- 
quiring concurrent medical and 
dental services, with the latter 
lacking, or woefully inadequate, 
because of the lack of sensible re- 
lationships. 

Since the relation of dental and 
oral disease and malformations to 
numerous physical ailments is uni- 
versally accepted, then why should 
not the general hospital be pre- 
pared to meet fully the problems 
therefrom? It has been argued that 
the patient cannot receive a com- 
plete diagnostic analysis of his 
condition without a dental service 
in the hospital. 

In the well-organized general 
hospital today preventive health 
services are justly assuming a more 
significant . role. Combining pre- 
ventive and curative services is 
difficult because of the many areas 
in the hospital where they over- 
lap. From the standpoint of the in- 
dividual patient, however, preven- 
tive and curative services probably 
meet more easily in dentistry and 
dental service than in other med- 
ical fields. 

If hospital directors aspire to 
have their institutions leaders and 
not followers of progress, then they 
must have vision enough to pro- 
vide the basic essentials of this im- 
portant patient service immedi- 
ately and anticipate the impact of 
dental internships on the educa- 
tional load of teaching institutions 
in the not too distant future. 
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Hospitals 


on the air 


F EIGHT YEARS of Latin, four 

years of Greek and a graduate 
major in abnormal psychology are 
any background for radio script 
writing, it has never been men- 
tioned in a textbook on the sub- 
ject. 

Nonetheless, that is the academ- 
ic background of Susan S. Jenkins, 
executive secretary of the Kansas 
City Area Hospital Council and di- 
rector of public relations for Group 
Hospital Service, Inc., of Kansas 
City, whose most recent and, in 
some respects, most ambitious as- 
signment was the American Hos- 
pital Association’s transcribed se- 
ries of radio programs, “At Your 
Service.” 

In spite of her rather bizarre 
scholastic preparation for radio 
script writing, Miss Jenkins is a 
highly talented craftswoman with 
more than 10 years of experience 
in her field. 

The key to Miss Jenkins’ suc- 
cess, besides an unmistakable fa- 
cility with words, lies in her scru- 
pulous respect for accuracy—a re- 
quisite for anyone writing in the 
health field. Only by a profound 
regard for facts could Miss Jenkins 
possibly satisfy the members of 
the Jackson County Medical So- 
ciety, whose weekly radio pro- 
gram, “Of Health and Happiness,” 
she has been writing since 1941. 

Commenting on’ this radio show 
in general and Miss Jenkins in par- 
ticular, Dr. Vincent T. Williams 
wrote in his column, “Editorially 
Speaking,” in the Kansas City 
Medical Society’s weekly bulletin: 

One particular reason why this 


show is exceptional is because of Miss 
Sue Jenkins, the script writer. She 


_ Mr. Wimmer is assistant director of pub- 
lic relations, American Hospital Associa- 
tion, Chicago. 
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Susan S. Jenkins is her name and she 
"writes with a physician's knowledge, 
seen through the eyes of a layman, 
and with the skill of a specialist." 


LYNN C. WIMMER 


has spent thousands of hours in re- 
search and study, and she has per- 
sonally visited operating rooms and 
hospitals many times in search of ac- 
tual, true material for her scripts. 
One might say she writes with a phy- 
sician’s knowledge, seen through the 
eyes of a layman and with the skill 
of a specialist (which she truly is) 
in script writing. 

Because of Miss Jenkins’ unique 
talents and experience in this 
highly specialized field of script 
writing—she is one of the few ra- 
dio writers in the country with a 
sound understanding of hospitals, 
prepayment insurance and the 
medical profession — she was as- 
signed the difficult task of prepar- 
ing the American Hospital Asso- 
ciation’s series of 13 transcribed 
radio programs. 


FINANCING OF PROGRAMS 


These programs were prepared 
on a grant from the American City 
Bureau, national fund-raising or- 
ganization, for use by hospitals in 
telling their stories over radio sta- 
tions in their communities. 

That Miss Jenkins was singu- 
larly qualified to do this job is 
clearly revealed in the thorough- 
ness with which she prepares for 
an assignment. For example, she 
did almost a year of research be- 
fore she wrote a single line for the 
Jackson County medical group. 

“For practically a year,” she ex- 
plained, “I shuttled from doctor to 
doctor, making rounds with them 
and soaking up their professional 
routine, procedures, policies, ter- 
minology—everything about them 





and how they worked with pa- 
tients. 

“TI also spent hours and hours at 
the local hospitals, watching op- 
erations, attending lectures and 
learning all about hospitals’ serv- 
ices to patients. 

“Evenings, for variety, I’d pore 
over medical books that the so- 
ciety’s members would give me.” 


OPENING OF SERIES 


The first program of the medical 
society was broadcast on May 2, 
1941. Today, the “Of Health and 
Happiness” series is still being 
broadcast over Stations KMBC 
and KFRM and boasts a record of 
10 continuous years of guaranteed 
weekly radio time. While compet- 
ing with many of the top-flight 
network radio shows, the medical 
society series, because of its human 
interest, drama and educational 
appeal, has maintained an extra- 
ordinarily large listening audience. 

That the series is meeting a need 
of radio listeners in the midwest- 
ern area blanketed by Stations 
KMBC and KFRM is periodically 
brought to Miss Jenkins’ attention 
in a way that is a source of great 
satisfaction to her. 

For example, one of her shows 
was on the subject of modern 
methods of anesthesia. Some days 
following the broadcast, she re- 
ceived a letter from a man in 
Oklahoma who thanked her for 
his mother’s life. 

“Seems that his mother had once 
undergone surgery,” Miss Jenkins 
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explained, “but it was many years 
ago when anesthesia was crude 
and difficult. Remembering the dis- 
comfort, she fought another opera- 
tion, which she desperately need- 
ed, not wanting to be subjected to 
the same unpleasant experience. 
According to her son, the program 
she heard allayed her fears. She 
went ahead with the surgery and 
got along handsomely.” 

Another specific case involved a 
railroad man who had heard a 
broadcast on cancer. In this pro- 
gram it was recommended that 
any irregular lumps in the body be 
investigated immediately. The 
railroader wrote Miss Jenkins from 
the hospital, explaining that be- 
cause of information on the broad- 
cast he had consulted a physician 
and had entered the hospital. 

Occasionally Miss Jenkins will 
receive a letter that will have its 
amusement value. Such was the 
one she got from a 17-year-old 
girl who was “going to be mar- 
ried.” “I would like you to explain 
how you have a baby,” the girl 
wrote in all seriousness. 


REALISTIC SCRIPTS 


The realism that Miss Jenkins 
manages to create in her scripts 
springs from her extensive knowl- 
edge of her subject, coupled with 
her own experiences. During the 
preparation of the “At Your Serv- 
ice” series for the Association she 
herself was hospitalized. From her 
bed at St: Joseph, Miss Jenkins 
made a switch from observer to 
patient. Like a true artist, she drew 
liberally from this situation, and 
her impressions are captured on 
Transcription No. 3, “Surgery,” in 
the Association series. 

The programs she wrote on as- 
signment for the Association have 
been exceptionally well received 
by both the hospital field and radio 
stations throughout the country, 
who are now broadcasting them as 
public service feature material. At 
this writing, more than 150 sets of 
“At Your Service” are in use. 

Hospitals may obtain the tran- 
scribed series for rent or purchase 
by writing the Library of the 
American Hospital Association. 
There is a handling charge of $5 
for rentals; purchase price of the 
series is $25. 
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EFFECTS ON HOSPITALS OF 





The Revenue Act of 1950 


NDER THE recently-passed 

Revenue Act of 1950, certain 
limitations were placed upon the 
tax-exempt status of nonprofit hos- 
pitals. 

According to Randolph E. Paul, 
tax consultant for the American 
Hospital Association, most of the 
limitations are upon “unrelated 
business income.” This, for hospi- 
tal purposes, generally may be 
taken to mean any income from an 
unrelated trade or business regu- 
larly carried on by the hospital. 
There are five areas where what 
might be considered “unrelated 
business income’” remains tax- 
exempt. These are: 

(1) Dividends, interest and an- 
nuities; (2) royalties; (3) rents 
from real property (including per- 
sonal property leased with the real 
property) except for rents from 
what are termed “Supplement U 
leases.” (See below.) (4) capital 
gains and gains from the sale or 
exchange of other than capital as- 
sets (excepting stock in trade); 
and (5) income derived from re- 
search. 

An “unrelated trade or business” 
is, with three exceptions, one “the 
conduct of which is not substan- 
tially related to the exercise or 
performance” of the tax-exempt 
purposes or functions constituting 
the basis of the organization’s ex- 
emption. These three exceptions 
are: (1) A business where sub- 
stantially all the work is done by 
volunteers, or (2) a business which 
is carried on primarily for the con- 
venience of the hospital’s “mem- 
bers, students, patients, officers or 
employees;” or (3) a business 
which is the selling of merchandise, 
substantially all of which has been 
donated to the hospital. 


QUESTIONS AND ANSWERS 


The American Hospital recently 
posed several questions to Mr. Paul, 
and his answers, in summarized 
form, are as follows: 

Q. May a nonprofit hospital accumulate 


its surplus income for any purpose over a 
period of time? 


A. The act includes no sanctions 
against accumulating income so far 
as hospital exemption from taxa- 
tion under Section 101(6) of the 
Internal Revenue Code is con- 
cerned. A hospital’s exempt status 
would, of course, be adversely af- 
fected if any of its funds were used 
to substantial degree for non- 
charitable purposes (political prop- 
aganda for example). But this im- 
plicit reservation is not new and 
has no bearing upon extended ac- 
cumulations for a proper purpose, 
such as a building fund for a new 
ward or nurses’ home. 


Q. If there is an unrelated business op- 
erated in connection with the hospital, how 
must such income be reported—by the hos- 
pital itself or by the auxiliary organization 
that operates it? 

A. If an unrelated business is 
operated directly by the hospital 
or by any auxiliary committee or 
group which is really an integral 
part of the hospital’s organization, 
the hospital itself would report the 
income. Otherwise the income 
should be reported by the corpora- 
tion or other separate legal entity 
actually carrying on the unrelated 
business. When this operating or- 
ganization turned over to the hos- 
pital its profits, after taxes, the 
hospital would not be taxed upon 
receipt of the funds. 


Q. In your opinion does the 1950 tax bill 
change any of the past precedents by which 
nonprofit hospitals are classified under Sec- 
tion 101(6)? 

A. In our opinion the new law 
does not change previous require- 
ments for hospital classification 
under Section 101(6). The provi- 
sions dealing with taxation of un- 
related business income do not af- 
fect the hospital’s general exemp- 
tion for other purposes of federal 
taxation. 

Q. What about a public event put on for 
the benefit of the hospital, such as a charity 
circus, a horse show, a concert or a bazaar? 

A. Unrelated income is subject 
to the tax only when derived from 
a business regularly carried on by 
exempt organizations. We believe 
that income received from sporadic 
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events held for the benefit of the 
hospital would not be taxable, even 
though the benefit were more or 
less an annual affair. 


@. What about a thrift shop, operated in 
a different section of the city, in which some 
paid help is employed or in which some of 
the merchandise is purchased for resale and 
not donated? 

A. A seemingly unrelated enter- 
prise such as this is not taxed as 
an “unrelated trade or business,” 
even though operated in a different 
section of the city than the hospital, 
if either one of the following con- 
ditions is met: (1) “Substantially 
all” the work is performed for the 
hospital without compensation 
(that is, by volunteers); or (2) 
“Substantially all” the merchandise 
sold has been received by the hos- 
pital as gifts or contributions. 

Q. Would a separate department within 
the hospital, such as a pathological labora- 
tory or x-ray department, operated as a con- 
cession by professional persons on either a 
profit-sharing, fee or rental basis (such pro- 
fessional persons being independent contrac- 
tors and not employees of the hospital) af- 
fect the exemption of the hospital or con- 
stitute an unrelated trade or business as 
far as the hospital is concerned? 

A. The _ hospital’s exemption 
would not be affected by these con- 
ditions. Furthermore, we believe 
that the concessions mentioned are 
substantially related to the conduct 
of the hospital’s tax-exempt func- 
tions and therefore cannot be con- 
sidered unrelated trades or busi- 
nesses. 

Q. What about eating establishments op- 
erated in the hospital and open to the gen- 
eral public as well as to patients, employees 
and visitors? Or, for example, the hospital 


pharmacy, which is open to serve the gen- 
eral public as well as hospital patients? 


A. A pharmacy which fills pre- 
scriptions only for hospital patients 
and the hospital staff would be 
substantially related to the hospi- 
tal’s business of caring for sick 
people. A cafeteria providing meals 
for hospital employees is also clear- 
ly related to the “business’’ of car- 
rying on normal hospital functions. 
Certainly these conclusions would 
not be altered merely because the 
facilities were patronized to a rela- 
tively minor or incidental extent 
by the general public. 

If the pharmacy or cafeteria is 
open to the general public and de- 
tives a considerable portion of its 
Patronage from that source, the 
“substantial relation” test might 
not altogether cover the situation. 


JANUARY 1951, VOL. 25 





The intent of Congress was to 
“impose the same tax on income 
from an unrelated trade or busi- 
ness as is borne by their competi- 
tors.” Any facility which produces 
considerable revenue from the 
patronage of the general public in 
obvious and open competition with 
privately owned business is likely 
to be questioned. In difficult cases 
involving substantial’ sums, the 
hospital’s attorneys should be con- 
sulted. 


@. What about income to the hospital 
from the rental to patients’ relatives, on a 
daily or weekly basis, or rooms in a separate 
building in which no hospital services are 
rendered? 

A. Accommodations are often 
provided for the parent of a minor 
child undergoing hospital treat- 
ment or for the spouse of an adult 
who is critically ill. This person 
might be housed overnight or for 
several days in either a guest room 
of the hospital itself or in a sepa- 
rate guest house maintained for 
this purpose. We believe that the 
rental for these accommodations 
generally would be _ considered 
“substantially related” to the per- 
formance of hospital functions, as 
well as derived from a business 
primarily carried on for the con- 
venience of patients. 

A hospital in a resort or vacation 
area, however, might maintain a 
guest house which accommodates 
not only patients’ relatives but also 
friends and the general public, for 
more or less extended visits. The 
disproportionate size of the guest 
house in relation to needs, the 
character of accommodations of- 
fered, the proportionate income 
from the general public, and the 
availability of outside accommo- 
dations might indicate that the fa- 
cilities were operated primarily as 
a resort hotel and secondarily for 
the convenience of the hospital pa- 
tients. In such case, the net receipts 
would be taxable as unrelated busi- 
ness income. 

SUPPLEMENT U 


The law defines an indebtedness 
known as a Supplement U indebt- 
edness, which is important to cer- 
tain hospitals. A Supplement U in- 
debtedness, speaking generally, is 
a debt which is attributable to the 
acquisition or improvement of 
rented property, according to Mr. 
Paul. The debt, however, may 








be one incurred either before or 
after the acquisition or improve- 
ment in question, by either the 
current owner or preceding owners. 
Where real property is acquired 
subject to a mortgage, the amount 
of the underlying indebtedness will 
be considered as incurred in ac- 
quiring the property, unless the 
exempt organization acquired the 
property by gift. 

A Supplement U lease, generally, 
is any lease, for a term of more 
than five years, of property which 
is subject to a Supplement U in- 
debtedness at the end of the lessor- 
hospital’s tax year. Exceptions are 
made for: (1) Any lease “entered 
into primarily for purposes which 
are substantially related ... to the 
exercise or performance” of the 
activities upon which the hospi- 
tal’s exemption is based; or (2) 
any lease of “premises in a build- 
ing primarily designed for occu- 
pancy and occupied by” the hos- 
pital. 

Rents received under a Supple- 
ment U lease are not tax-exempt 
as rents according to the Associa- 
tion’s tax consultant. Congress in- 
tended to check the widespread 
growth of a recent practice where- 
by tax-exempt organizations pur- 
chase property with borrowed 
funds, arranging to pay back the 
loan from the tax-free rents re- 
ceived, and eventually acquire un- 
encumbered title to the property 
with little or no investment. 

This practice was considered ob- 
jectionable because the exempt 
organization in this situation could 
be said to be trading upon its ex- 
emption rather than seeking a 
means of investing its own funds. 
In effect, the exempt organization 
is using its tax exemption as a sub- 
sidy in the acquisition of profitable 
properties from corporations and 
individuals which had paid taxes 
upon the rent received. The partial 
taxation of rent from Supplement 
U leases is an attempted solution 
to this problem. 

In general, a portion of the in- 
come from a Supplement U lease 
is taxed under a formula based 
upon the unpaid indebtedness and 
the cost or other basis of the prop- 
erty. Hospitals are advised to con- 
sult their attorneys if there appears 
to be any possibility of a Supple- 
ment U lease question. 
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A SPECIAL SERVICE 


The hospital 
news bulletin 






H. COPPINGER, M.D. 


HEN THE NORMAL desire of a 

hospital to please its patients 
is combined with the talents of an 
energetic newspaperwoman, the 
cooperation of a friendly radio sta- 
tion and an idea from a department 
store, it’s hard to tell what might 
happen. 

At the 600-bed Winnipeg Gen- 
eral Hospital the result was a daily 
hospital news bulletin. We call it 
the W.G.H. Noon News. 

It came about when our hospital 
was putting on a drive for funds 
to furnish a new maternity pavil- 
ion. Margaret Kennedy, a news- 
paperwoman, had been loaned to 
us by the community chest to han- 
dle publicity, and at lunch one day 
in the Hudson’s Bay Company de- 
partment store, she suggested that 
the news bulletin used by the store 
in its dining room could be devel- 
oped for hospital publicity. 

Later, she brought a specimen to 
me and asked permission to make 
inquiries. When she was given the 
go-ahead, she went to the com- 
pany’s officials and found them 
most cooperative. They even of- 
fered us the use of their masthead 
—which we accepted and later 
modified for our own purposes. 

The next contact was with a 
local broadcasting station—CJOB. 
She found that they were willing 
to cooperate if someone would call 
there to pick up the news. This 
problem was solved with the help 
of our purchasing agent’s stenog- 
rapher, who could very easily drop 
in at the station each morning and 
pick up a foot or so of news tape 
from the teletype machines. 

The final procedure that we have 
worked out for publishing W.G.H. 
Noon News is as follows: 





Dr. Coppinger is superintendent of the 
Winnipeg (Can.) General Hospital. 
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a Soviet<style affair. 










The same stenographer who picks 
up the news tape from the radio 
station cuts the stencils and runs 
off about a thousand copies for dis- 
tribution. This is done from 9 until 
9:30 a.m. each day. The clerks at 
the information desk then clip the 
copies together in sheaves for each 
ward. The bulletins are delivered 
to the respective wards by routine 
messenger service. Each patient 
whose condition will permit re- 
ceives a bulletin with his or her 
noonday tray. 


UNCOVERING HOSPITAL NEWS 


In order to find hospital news to 
go along with general news in the 
bulletin, Miss Kennedy went 
through bound volumes of hospital 
reports covering all the years of 
the hospital’s existence. Then she 
typed out the items she selected 
and brought them to me for check- 
ing. I marked an “O.K.” opposite 
those I considered suitable and they 
were each typed up on a separate 
half sheet of paper. We keep the 
stenographer supplied with 15 or 
20 of these paragraphs. Until re- 
cently we have considered it ad- 
visable to deal with historical data, 
but now we have begun to wedge 
in current information. 

Now that Miss Kennedy is no 
longer with us, the purchasing 
agent has undertaken the task of 





Saturday a.m., October 14, 1950 







President Truman is enroute from Honolulu to Wake Island to meet 
General MacArthur, who has already arrived at Wake from Tokyo. 


e United States troops have sprung a trap on 20,000 Red troops above 
the 38th parallel by capturing the town of Kumchon. 


South Korean troops are driving west from captured Wonsan, and are 
headed straight for the enemy capital of Pyongyang—ecross the narrow 
part of the Korean peninsula. 


In the year 1949, there were 2,041 births at the Winnipeg General Hospital. 
In 1890, there were 46 babies born at the Winnipeg General Hospital. 





Chinese Communists have taken over the Catholic cakeaiaey at Peiping. 
The university hes been operated by American priests for 26 years. 


A995 per cent turnout is predicted in tomorrow's east-Germany election, 


& 


This news bulletin is issued by your 
WINNIPEG GENERAL HOSPITAL 
to help make your day more interesting 


digging up hospital news. We have 
several large scrapbooks of news- 
paper clippings that may be used 
for source material. 

We were very pleasantly sur- 
prised by the favorable reception 
the patients gave to the news bul- 
letin, especially when those who 
have their own bedside radios 
asked for it. Our own staff doctors 
have taken to reading it. Copies 
are placed in their waiting room, 
in their coffee room and on the 
bulletin board in the operating 
room corridor. Copies are also sent 
to be posted in the nurses’ home, 
interns’ quarters, power house, 
laundry and the employees’ dining 
rooms. 

There are a few pertinent factors 
which should be considered in ac- 
counting for the success of W.G.H. 
Noon News: 

1. Winnipeg does not have a 
morning newspaper. 

2. Our news is the very latest. 

3. Patients find the hospital items 
intriguing and enlightening. 

4. The bulletin is personal, in 
that each patient has his or her 
own copy. 

5. The ‘bulletin does not take 
long to read. 

Since the idea was borrowed 
from the Hudson’s Bay Company 
and is not patented it could readily 
be put to use by other hospitals. 
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Effective use of inhalation 


therapy in the hospital 


OR PRACTICAL purposes, inhala- 

tion therapy in the hospital re- 
solves itself into the therapeutic 
administration of oxygen. 

Alleviation of anoxia (oxygen 
deprivation) is frequently of cru- 
cial importance in conditions such 
as cardiac failure, coronary artery 
disease, asthma, pulmonary em- 
physema, atelectasis of the lungs, 
pneumonia, pulmonary edema and 
cerebral thrombosis. 

A proper understanding of the 
techniques of modern procedures 
in inhalation therapy is essential 
if the value of this type of physi- 
ologically directed therapy is actu- 
ally to be brought to the bedside. 

The standards of effective ad- 
ministration of inhalation therapy 
formulated by the Committee on 
Public Health Relations of the 
New York Academy of Medicine in 
1943 were reviewed in the Journal 
of the American Medical Associa- 
tion for September 2, 1950. 

In addition to the professional 
problem involving expert knowl- 
edge of the physiology of respira- 
tion and the developments of im- 
proved methods of administering 
oxygen and other forms of inhala- 
tion therapy, hospital adminis- 
tration is confronted with the 
problem of the lack of skilled tech- 
nicians responsible for the expert 
management of this type of ther- 
apy and its complicated equipment. 

In order to regulate inhalation 
therapy properly, the physician 
prescribes the concentration of 
oxygen and the volume flow per- 
mitted, as well as the type of 
apparatus and in the newer pro- 
cedures, the amount and type of 
positive pressure and the propor- 
tion of helium in helium oxygen 
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mixtures. The efficient and eco- 
nomical utilization of oxygen and 
other forms of inhalation therapy 
imply the knowledge and under- 
standing of certain basic principles 
of operation and utilization of 
complicated equipment. 


FEW ARE TRAINED 


Hospitals have not generally 
considered it feasible to supply 
trained technicians for the admin- 
istration of inhalation therapy. It 
is usually relegated to a changing 
intern staff or to nurses or order- 
lies who often have not had proper 
instruction. Few medical schools 
and hospitals provide instruction 
in inhalation therapy and fre- 
quently the trained technician is 
more familiar with the procedures 
than is the physician, a situation 
which in all probability will con- 
tinue until adequate teaching of 
inhalation therapy is undertaken 
by medical schools and hospitals. 

Another factor appears to be the 
unwillingness of physicians inter- 
ested in respiratory physiology or 
in diseases of the chest to assume 
the directorship of departments of 
inhalation therapy in the absence 
of fulltime trained technical as- 
sistants. In some hospitals the an- 


‘esthesiologist has been placed in 


charge of the therapeutic use of 
gases and pressures, because of his 
familiarity with the inhalation of 
anesthetic agents. Unfortunately, 
clinical problems at times arise in 





The Medical Review department is 
edited by Charles T. Dolezal, M.D., 
secretary of the Council on Profes- 
sional Practice. 








disturbances of respiratory func- 
tion in which he is not qualified as 
a consultant. 

The suggestion is advanced that 
as has been done in other patient 
service areas in the hospital, tech- 
nical assistants be trained to func- 
tion under proper supervision for 
the performance of highly tech- 
nical procedures and thus relieve 
physicians and nurses for duties 
which nonprofessional personnel 
cannot perform. 

If hospitals were required to 
provide trained inhalation therapy 
technicians the physician special- 
izing in respiratory disease might 
be interested in heading such a 
department, conducting studies on 
these clinical entities characterized 
by impaired respiratory function 
and providing the hospital clinic 
with consultation services when 
desired. Such services might prove 
to be of value to those of his col- 
leagues, less well informed, con- 
cerning the physiologic and tech- 
nical problems involved. 


HIGH PRESSURE 


In the standards of effective ad- 
ministration of inhalation therapy 
it is recommended that high pres- 
sure cylinders with the capacity 
of at least 220 to 244 cubic feet, or 
half-size cylinders of 110 to 122 
cubic feet, be employed for the 
administration of oxygen. 

There is no justification for the 
use of low-pressure tanks, since 
there is no special medical oxygen 
and only small quantities of oxy- 
gen can be furnished in this ex- 
pensive manner. The oxygen used 
in medical practice is the same as 
industrial oxygen. Certain precau- 
tions are described in the use of 
pressure tanks and oxygen reduc- 
ing pressure regulators. 

Several comfortable and effec- 
tive means of administering oxy- 
gen are described. They are oxy- 
gen tents, administration by nasal 
catheter of various types, oxygen 
masks, pressure breathing of sev- 
eral general types, and the admin- 
istration of helium oxygen, carbon 
dioxide oxygen and other gas mix- 
tures. 

There are optimum conditions 
under which each method can be 
employed as well as limitations in 
their usage. Successful therapeutic 
effects from their employment 
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re] BULKLEY BUILDING 
4 1801 EUCLID AVENUE 
<2 CLEVELAND 15, OLO 
Hospital Administrators: 


Let's take a forward look for 1951. We have just gone over our 
advertising scrapbook and studied our 1950 advertising messages 
to you, our hospital friends. 


Three of these messages—corrected to date—are reproduced here. 
The increases in the figures speak for themselves. Our friends have 
been good to us—they have given us many, many orders during the 
last twelve months—the biggest year we ever had. For that we are 
truly grateful — for that we give you our thanks and good wishes. 


We asked for your loyalty and support, and that you gave us. We 
in turn promised to fight against any increase in our selling price. 
That we have done—and are still doing. The Armstrong X-4 Baby 
Incubator has not been advanced in price. 


We'll do our utmost to deserve your confidence and good will for 
all the future. We have the best customers in the world. 


Cordially yours, 
The Gordon Armstrong Company, Inc. 


Gut. Vamcern2 


Gordon Armstrong 
Pres-Treas 


P.S. If you haven't yet received your copy of our Conversion Chart 


—for converting pounds and ounces into grams (and vice versa), 
write us. A copy will be mailed to you with our compliments. 


Toronto - Montreal + Winnipeg + Calgary 


“Back of every ‘Armstrong X-4 Baby Incubator is over 12,000 incubators’ worth of experience.” es 


© The Gordon Armstrong Co., Inc. 
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The Armstrong X-4 Baby Incubator was the first 
Baby Incubator to merit all three of these“‘awards’’. 


American Medical Association 
Underwriters’ Laboratories, Inc. 








Canadian Standards Association 
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Vancouver 
















vary with their limitations, rela- 
tive advantages and the proper 
choice of situation in which they 
are used. Their cleaning, care and 
preservation are important, and 
certain hazards exist in connection 
with their use. The advisability 
and need for placing this type 
of equipment and procedure in 
trained hands under proper super- 
vision is obvious. 


Cortisone and A.C.T.H. 


During the past year extensive 
clinical investigations with corti- 
sone and A.C.T.H. have been car- 
ried out. As has been true in the 
case of other important discover- 
ies, the areas of possible thera- 
peutic usefulness of cortisone and 
A.C.T.H. are becoming more clear- 
ly defined. The era of therapeutic 
trial of these agents in a wide 
variety of seemingly unrelated 
conditions is drawing to a close. It 
is beginning to appear that the 
so-called collagen diseases and a 
variety of allergic or hypersensi- 
tive states are conditions in which 
these hormones ,offer the greatest 
therapeutic promise. 

In the August 16, 1950 “Pro- 
ceedings” of the Mayo Clinic, Dr. 
Randall G. Sprague, of the divi- 
sion of medicine, summarized the 
beneficial effects of these drugs in 
certain non-hormonal diseases. 

In the treatment of rheumatoid 
arthritis and acute rheumatic fever 
the use of cortisone and A.C.T.H. 
constitute an important medical 
advance, due chiefly to the rapid 
reversability of these conditions. 

It is now apparent that the dis- 
eases which are favorably modified 
by cortisone and A.C.T.H. are not 
cured by them. This is most dra- 
matically illustrated in some cases 
which go into a more or less com- 
plete remission and, for a short 
time following the administration 
of the drugs, lapse again and ter- 
minate fatally. 

Cortisone and A.C.T.H. are pow- 
erful hormonal agents which are 
capable of inducing a wide variety 
of physiologic or pharmacologic 
alterations. Some of these altera- 
tions have favorable therapeutic 
implications; others may impose 
hazard upon the patient. Unfortu- 
nately, there may be no distinct 
line of demarcation between fa- 
vorable therapeutic effects and 
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other physiologic effects, some of 
them undesirable. 

In most of the clinical conditions 
which have been favorably influ- 
enced by administration of these 
hormones, there is no clear evi- 
dence of hormonal deficiency. The 
only exception to this statement 
is frank adrenal insufficiency such 
as Addison’s disease. Consequent- 
ly, it appears that in many of these 
conditions a state of hormonal 
excess must be created in order to 
achieve therapeutic benefits. 

In effective clinical use of these 
hormones a variety of physiolog- 
ical effects, both desirable and un- 
desirable, may appear. It becomes 
necessary to find ways and means 
of dissociating the beneficial ther- 
apeutic effects of the hormones 
from their other physiological ef- 
fects. It remains to be determined 
if such dissociation can be achieved 
in conditions requiring prolonged 
administration or adjustment of 
dosage by interruption of periods 
of administration or by other 
means. 

At the present time the conclu- 
sion seems inescapable that the 
therapeutic application of these 
hormones has not yet been suffi- 
ciently extensive to permit an ap- 
praisal of their place in practical 
therapeutics, particularly in dis- 
eases which follow a_ chronic 
course. 

Encouraging results of prolonged 
administration of small mainte- 
nance doses to patients with rheu- 
matoid arthritis are beginning to 
appear. In rheumatic fever and 
certain allergic states, it seems to 
be possible to take advantage of 
the favorable effects of these 
agents without encountering the 
undesirable effects which may re- 
sult from prolonged administra- 
tion. It has not been determined to 
what extent unwanted physiologic 
effects will limit the usefulness of 
these agents in the management of 
chronic diseases. 


BCG vaccine licensed 


The Public Health Service re- 
cently licensed the Research Foun- 
dation and the University of IIli- 
nois for manufacture, exportation, 
importation and sale of BCG 
vaccine for use as a protective 
measure against tuberculosis. The 
vaccine may enter interstate com- 








merce and will be available to 
health officers and commissions 
who wish to use it. 

This action signifies that the 
vaccine produced by the licensed 
laboratory has been found safe by 
trial with animals, is free from 
contaminating substances, and will 
produce a satisfactory immediate 
reaction in animals and human 
beings when used within the pre- 
scribed time limit. 

BCG vaccine has been given ex- 
tensive application in those places 
in the world where tuberculosis is 
a national emergency and where 
prosecution of the usual control 
methods is impossible. 


NOT CONCLUSIVE 


It has not been conclusively 
demonstrated that the use of BCG 
vaccine alone will lead to virtual 
eradication of tuberculosis. There 
is a feeling on the part of some that 
indiscriminate use of BCG vaccine 
could not only negate its potential 
future application but might divert 
attention from the control activ- 
ities which are serving the nation 
well. Some feel, also, that the 
progress being made by proved 
control methods must not be im- 
periled by relaxation in the pursuit 
of case finding and treatment to 
care for the sick and protect the 
well. 

In Public Health Reports, Au- 
gust 4, 1950, the Division of Tuber- 
culosis of the Public Health Serv- 
ice suggests that it would be 
desirable if state and local health 
departments which are immediate- 
ly responsible for tuberculosis con- 
trol were to develop plans for the 
use of vaccine in their jurisdictions 
and keep records of those who are 
vaccinated. 

It is reeommended that vaccina- 
tion be limited to those persons 
who are particularly vulnerable to 
exposure. Such groups include: 
(1) Those physicians, nurses, lab- 
oratory workers, hospital entploy- 
ees and others who are exposed by 
occupation; (2) those individuals 
or groups who are exposed to con- 
tinued contact with tuberculosis; 
(3) patients, inmates, and employ- 
ees of institutions such as mental 
hospitals and prisons in which case 
finding program indicate that ex- 
posure to tuberculosis is likely to 
be high. 
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A hospital printing department 


cuts costs, adds convenience 


DONALD R. BERGSTEDT 


ODAY’S HOSPITAL administrators 

must continually be alert for 
new ideas for reducing costs to the 
patient. Such cost-cutting ideas 
may take one of two forms: 

1. Those directly affecting the 
patient, or 

2. Those indirectly affecting the 
patient. 

It is likely that many adminis- 
trators, in striving to accomplish 
their primary objective of better 
patient care, are prone to overlook 
the second type of idea or to rele- 
gate it to an inferior position in the 
general scheme of improvements. 

Often, however, the “indirect” 
saving is of a sort that greatly im- 
proves the operating efficiency of 
the hospital over a long period, 
resulting in dollar savings of real 
significance to the hospital, and 
ultimately to the patient. The fol- 
lowing is a typical example. 

Up until January 1950, Rochester 
General Hospital (340 beds) had a 
duplicating department that was 
definitely inadequate as far as the 
printing needs of the hospital were 
concerned. Equipment consisted of 
two small duplicating machines. 
One girl was needed fulltime to 
operate these machines, and she 
was also responsible for cutting the 
stencils. The department was un- 
able to produce standard forms, 
menus, manuals, the house organ 
and stationery. These items, which 
made up the greatest portion of the 
hospital printed material, had to be 
prepared by commercial printing 
firms. 

Our first effort was directed at 
reducing the number of forms as 


Mr. Bergstedt is administrative resident 
at Rochester (N. Y.) General Hospital. 
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much as possible. An exhaustive 
review was made and many forms 
were simplified, others combined 
and still others eliminated. The re- 
maining were still so voluminous, 
however, that concern was ex- 
pressed over the cash outlay for 
job printing. 


A NEW DEPARTMENT 


“Could a dollar be saved by 
spending a dollar?” The answer 
was “Yes”—and a new printing de- 
partment was organized. One of 
the small duplicating machines was 
sold and the other was retained for 
making up short notices and memo- 
randa that required only a few 
copies distribution. 

Experience to date has shown 
that the initial cost of the equip- 
ment—$3,842—-will be amortized 


within two years, since yearly sav- 
ings are about 25 per cent of the 
former printing cost. The major 
piece of new equipment was an 
office-type, offset printing machine. 
An electric typewriter that auto- 
matically “justifies” lines and car- 
ries a number of different styles of 
type also was considered necessary 
because it is more versatile and 
produces more attractive work. In 
addition, it makes equal key im- 
pressions on the master form, 
which makes for a better printing 
job. Other purchases were a filing 
cabinet to hold all of the master 
forms and a special frame for as- 
sembling forms into pads. Later, a 
second hand, manually operated 
paper cutter was acquired so that 
various types of forms could be 
cut to desired sizes. 

The personnel required to man 
the department consists of a well- 
trained operator and a typist. In 
addition to supplying Rochester 
General Hospital, our printing de- 
partment also fills many of the 
printing requisitions for the 95- 
bed Park Avenue Hospital in Roch- 
ester, an affiliate. 

The print shop is in a glass- 
paneled, partitioned office in the 
combined purchasing and store- 
room area.* The location is ideal 
for the following reasons: 

1. The printing supplies are kept 
in stores. 


*See HospiTrats, September 1950, “A Re- 
organization That Paid Off in Greater 
yt Efficiency,” by Robert H. Lowe, 
avi. . 


NEW equipment purchased for the hospital's printing department consisted of an offset 
printing machine, an electric typewriter, a “padding frame and a large filing cabinet. 
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2. All standard forms printed in 
the shop are inventoried and kept 
in stores. 

3. Deliveries by the storeroom 
clerks to the departments are made 
on regular requisition days. 

4. A requisition for all printing 
is required and each department is 
charged for the printing they re- 
quest in the same manner as for 
other operational items. 

The master copies or forms used 
in this printing process come in five 
types. The quantity specified in the 
order determines the type of mas- 
ter form to be used. Three of the 
five types are paper masters of 
different weights. The other two 
are an aluminum master and a zinc 
plate master. The first four may be 
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made up on an electric or conven- 
tional typewriter; the zinc plate 
master is prepared by a commer- 
cial firm at a nominal fee. The 
lightest paper master will print as 
many as 250 copies and the zinc 
plate master will print as many as 
100,000 copies. After the requested 
number of copies is run off, the 
master is treated with a preserva- 
tive and filed under the name of 
the department that requested the 
work. Then, if subsequent copies 
are needed, the master can be tak- 





The Purchasing department is edited 
by Leonard P. Goudy, purchasing spe- 
cialist. 








A SELECTION of forms shows the variety of 
work that can be done with the new equipment. 












en from the file, the preservative 
removed and more copies printed. 

There are several outstanding 
advantages made possible by the 
new print shop other than the 
financial savings. Most important 
is the fact that practically all of 
the hospital’s printing can be done 
in the shop. This eliminates the in- 
convenience and occasional costly 
delay of waiting on a jobber. The 
master forms are clean and easy 
to work with. Illustrations, shading 
and graphs can be incorporated on 
all types of masters, and photo- 
graphs can be printed from the zinc 
master plates. 

The printing itself is neater and 
more professional in appearance. 
Color printing may be done if it is 
desired. As many as 6,000 copies 
can be run in one hour. With the 
paper cutter and padding frame, 
scrap paper can be cut and made 
into scratch pads. Forms that are 
to be pulled apart when used, such 
as menus, can be perforated with 
a perforating device on the ma- 
chine. 

It has been amazing to us to note 
the extent of the work being ac- 
complished with the new equip- 
ment. The list includes: Standard 
forms, nursing and procedure man- 
uals, booklets, patient information 
pamphlets, student examinations, 
bulletins and form letters, the 
monthly house organ and hospital 
stationery. 

In the final analysis, equipment 
alone will not guarantee success. It 
is absolutely essential to have a 
well-trained, capable operator. 

Another important factor is the 
volume of printing needed. Ex- 
pensive capital equipment that 
stands idle is not a good invest- 
ment. A solution to this is for 
smaller hospitals to consolidate 
their printing needs and have one 
centralized printing department. 
This way they can share the ex- 
penses on a pro-rata basis. 

An example of this consolidation 
is the plan of the Council of Roch- 
ester Regional Hospitals. They are 
organizing a central printing de- 
partment which is planned to 
supply the printing needs of the 
council and of the eight member 
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Ravenswood Bassinet; choice of draw- 


er positions — side or end opening 





Magee Combination Bassinet-Dress- 
ing Stand; complete nursery care 
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Alumiline Bassinets Provide Twentieth Century Care for Twentieth Century Babies 


Nowhere is the need for modern functional design more forcefully indicated than in the development 
of hospital equipment. Such equipment must be primarily built around the idea of getting a specific 
job done in the most efficient and economical manner possible. For many years the A. S. Aloe Com- 
pany has stood far out front in the manufacture of hospital equipment designed to speed up the day's 
work and reduce operating costs. In developing Alumiline furniture for the modern nursery, our 
designers drew upon a thorough knowledge of both general hospital requirements and local or 
individual preferences. Wide acceptance of our Ravenswood Bassinet (above) and the Magee Com- 
bination Bassinet and Dressing Stand (lower left) is proof of the superior design and workmanship 
of Alumiline nursery equipment. The Magee Bassinet and Stand has attracted particularly favorable 
attention because authorities generally agree that it provides sufficient protection to meet the require- 
ments of good individual care, thus eliminating the need for expensive cubicle installations. Alumiline 
frames are of square aluminum tubing with smoothly rounded edges—rust-proof, easy to keep spot- 
lessly clean; lightweight, but strong as steel. Stainless steel and the highest grade transparent 
plastic panels are used wherever design requirements indicate their need. Nurses note with pleasure 
that Alumiline is easy to move; that its attractive, graceful design assists in maintain- 

ing an appearance of neatness and order throughout the nursery. Please write for 


descriptive brochure and price quotations. 


SS. ALOE €OMPAN Y 


General Offices: 1831 Olive, St. Louis 3, Mo. 


n ha: 


Branches: Los Angeles, New Orleans, Kansas City, Mi p and W gton, D. C. 




















hospitals, ranging in size from 24 
to 226 beds. The anticipated sav- 
ings will be approximately 30 per 
cent. 

Ten months of operation of our 
own printing department has en- 
abled us to arrive at the following 
conclusions: 

1. There is a saving of approx- 


imately 25 per cent of former costs. 

2. All of the printing can be 
done in the hospital, thus elimi- 
nating any delay waiting for job- 
bers, which is often inconvenient 
and costly. 

3. The printing department is a 
tremendously improved and more 
efficient unit of the organization. 








The 28th Edition 


LAST MONTH saw the arrival of 
the 28th edition of the “Hospital 
Purchasing File,” the 1951 version 
of what started in 1919 as the ““Hos- 
pital Yearbook.” Like its more re- 
cent predecessors, the “Hospital 
Purchasing File” for 1951 consti- 
tutes a large volume (about 800 
pages) of information about prod- 
ucts used in hospitals and about 
the firms that manufacture and 
distribute these thousands of items. 

Published by Purchasing Files, 
Inc., Chicago, the 28th edition fol- 
lows its earlier pattern of present- 
ing a classified list of hospital 
products and services—a _ useful 
list for purchasing agents who 
want to buy a product but do not 
know where to buy it. 

This listing is followed by 16 
sections of manufacturers’ cata- 
logs, designed to help the purchas- 
er find, with a minimum of diffi- 
culty, manufacturers’ information 
about products in which he may 
be interested. These 16 divisions 
follow the line of hospital depart- 
mentalization, with product cata- 
logs grouped according to use. 

In his introduction to the sec- 
tion on planning and reference 
data, Publisher E. W. Jones traces 
the hospital supply picture through 
the period following World War II 
up to the present recurrence of 
international tension, with its ac- 
companying effects upon hospital 
purchasing. 

The planning and reference data 
include the Public Health Service’s 
listings of suggested equipment 
and supply lists for general hospi- 
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tals and a section on the American 
Hospital Association’s simplifica- 
tion and standardization program, 
contributed by Neal R. Johnson, 
purchasing agent at Johns Hopkins 
Hospital, Baltimore, and William 
E. Braithwaite of the commodity 
standards division, National Bu- 
reau of Standards, Washington, 
DEC: 

Like the editions it follows, the 
1951 “Hospital Purchasing File” 
will be accepted as a welcome aid 
by those who buy for hospitals. 


Carbon air purifier 


Another product for the lavatory 
is a small activated carbon air puri- 
fier (Ja.P-1*), which acts as a 
“fresh air generator.” Continuously 
drawing the room air through ac- 
tivated carbon to remove odors and 
discharging a steady stream of pure 
air, this device adds to the normal 
ventilation air supply. It does not 
change the air in any way except 
to filter out impurities. 








The purifier consists of two met- 
al canisters containing activated 
carbon, and air is circulated by a 
motor-blower. The overall length 
of the purifier is 18 inches, and it 
may be fastened at any convenient 
spot. According to the manufactur- 
er, it uses no more electricity than 
a small light bulb. 





Static in balances 


An important nuisance-factor in 
using balances is the erratic per- 
formance caused by static electric- 
ity that is introduced, in various 
ways, into the balance case. Wip- 
ing or brushing watch glasses and 
weighing tubes, for example, will 
create such static. Some chemicals 
become charged by handling and 
result in the scattering or sticking 
of particles of the chemical to the 
watch glass. 

A product is on the market (Ja.- 
P-2*) which is designed to elim- 
inate this static electricity. This 
unit may be used outside or inside 
the balance case to neutralize watch 
glasses or weighing tubes. It may 
be used, also, to neutralize large 
charged surfaces. 

Static in microtomes: Another 
product (Ja.P-3*) eliminates static 
electricity in the use of microtomes 
for cutting thin strips for micro- 
scopic study. Static causes sections 
of paraffin tissue to stick to the 
knife and to the metal parts of the 
microtome, and they are thus com- 
pressed and distorted. The manu- 
facturer states that this microtome 
static eliminator will permit the 
cutting of completely neutral tis- 
sue sections without such difficul- 
ties. 


Cleaning and deodorizing 


A new method for automatically 
cleaning and deodorizing toilet 
bowls has been developed, involv- 
ing the use of a new float-type dis- 
penser and a combination cleans- 
ing and deodorizing solution (Ja.- 
P-4*). 

The float-controlled automatic 
dispenser, filled with the cleansing 
and deodorizing solution, is at- 
tached to the top of the overfiow 
pipe in the water closet. Changes 
of water level in the tank during 
flushing activates the float valve of 
the dispenser, mixing the formula 
with the water. 

Each flushing, then, cleanses and 
deodorizes the toilet bowl, and ac- 
cording to the manufacturer this 
eliminates the need for scrubbing 
the unit.—L.P.G. 





*Readers desiring to know the names of 
the firms manufacturing or distributing 
the products described should address in- 
quiries to Hospitats, Editorial Department, 
18 E. Division Street, Chicago 10. For con- 
venience, list the code numbers that fol- 
low the items about which information is 
requested. 
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The Facts on... 


Auto-(ok ae 


weatherstrippedk of the 
ALUMINUM 
AWNING WINDOWS 


PITTSBURGH TESTING LABORATORY 


The report states simply and convincingly 
that our AUTO-LOK Window showed air 
infiltration of only 


HOSPITALS ARE VITALLY CONCERNED 
with AIR INFILTRA TION Through Windows 


Laboratory Testing Gives You 














‘0.095 cfm per foot at a static 
pressure equivalent to 25 mph.” 
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A CLOSURE TEN TIMES AS TIGHT ~_ 


A rate of air infiltration of only 0.095 cfm is aL. 














amazingly low. It is the equivalent of a closure at 
least fen times as tight as the generally accepted re- 
quirements for casement and projected windows. 


AT LAST! Year’round patient comfort. Auto-Lok’s 
tight closure eliminates dangerous “cold spots” 
common to most windows...and when you want 
it, 100% ventilation...even when it’s raining... 
with just a few simple turns of the operator. 





AUTO-LOK, the all-climate awning window, is 
fast becoming the first choice with hospitals the 
country over, because it: 


@ reduces air infiltration to @ provides positive protec- 
a minimum. tion against all climatic 
extremes. 


@ reduces maintenance costs. ; 
@ assures draft-free ventila- 


@ slashes fuel bills. tion...even when it’s raining. 
@® makes air conditioning @ can be cleaned entirely 
more economical. from the inside. 


For the comfort of patients, consider Auto-Lok. We shall be glad 
to furnish names of other hospitals which warmly endorse this 
Proven product. Our engineering department is at all times at 
your disposal to assist in window planning. 


ee 









sealed 
like a 
refrigerator 


= — 
Write for nearest distributor’s address 
and for free folder,“What Is Important 


In A Window?” address Dept. HO-1 


LUDMAN 


CORPORATION 
P.O. Box 4541 Miami, Florida 
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Current price trends 
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HE YEAR 1950, in retrospect, 

might well be described in 
terms of the calm that preceded 
the storm. 

The United States is now in the 
storm—grimly tightening its belt 
in preparation for a wartime aus- 
terity economy. The six months 
preceding the Korean conflict, 
however, were marked through 
with optimism and_ satisfaction. 
Business looked good and it prom- 
ised to get better. Prices were be- 
ginning to level off and drop en- 
couragingly. Goods were plentiful 
and hospital purchasing agents 
were beginning to make the type 
of long-range plans that are pos- 
sible only in a stable price situa- 
tion. 

Now that the conflict in Asia is 
six months old and at this writing 
growing steadily darker, the best 
that can be said of the economic 
future is that it probably holds few 
situations that have not been dealt 
with successfully before. Scarci- 
ties, price controls, wage controls 
and rationing are still too fresh 
in the minds of most hospital peo- 
ple for them to be slow in making 
the adjustments that these controls 
require. 

A controlled materials plan is a 
certainty before the middle of 
1951 and probably will come even 
sooner. Wage and price controls 
will be quick to follow. With wages 
geared to the cost of living for 
great blocks of the nation’s indus- 
trial workers, some sort of wage 
controls are inescapable in a time 
of rapidly rising prices. 

Important to remember is the 
fact that military demands have 
not as yet made any appreciable 
drain on the nation’s production. 
Most of the rising demand, so far, 
has been for civilian purposes. In 
the months of large-scale military 
priorities to come, larger and larg- 
er chunks of this productive ca- 
pacity will be taken for wartime 
purposes. This, when superimposed 
on the already-large demand for 
essential goods, will leave sizable 
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gaps in marketplaces across the 
country. 

Already, an all-time record high 
has been reached and surpassed in 
the Bureau of Labor Statistics’ all- 
commodities index for wholesale 
commodity prices. At the begin- 
ning of December, the all-com- 
modities index reached 171.7 per 
cent of the bureau’s 1926 statistical 
“normal.” This was 9.1 per cent 
above the level on June 20, 1950, 
14 per cent above the level at the 
beginning of the year and 13.3 per 
cent above the level in 1949’s com- 
parable month. The new high was 
1 per cent above the high estab- 


lished in August 1948 of 169.8 per 
cent. 

With few and minor exceptions, 
wholesale commodity prices have 
shown marked increases. Food 
markets, happily, have not shown 
more of the hysterical runaway 
tendencies they exhibited shortly 
after the beginning of the war in 
Korea. Violent fluctuations have 
been apparent, however, in mar- 
kets for strategic materials such 
as tin, aluminum, zinc and rubber. 

Of some interest to food pur- 
chasers is the fact that wholesale 
prices for pork decreased slightly 
during the month of November 
while beef prices rose to a new 
1950 high. At the beginning of De- 
cember, a review of markets for 
meat animals showed that hogs 
were selling at $18.20 per hundred- 
weight while steers were selling 
at $31.75 per hundredweight. 





TABLE 1—AN 






9 31 

COMMODITY 1949 1950 
All commodities .- 151.5 169.6 
Farm products 156.0 179.7 
All foods.......... 157.9 174.0 
Textile products .... 138.7 163.6 
Fuel and lighting 

MOteriGls ............-..<2 F 130.0 155:5 
Metals and metal 

progucts ...........- ae : 167.3. 179.7 
Building materials 189.6 219.3 





Source: Bureau of Labor Statistics. 


ALL-TIME HIGH 


Weekly Index Numbers of Wholesale Prices—1926=100 


This weekly wholesale price index is designed as a weekly counterpart of the monthly whole- 
sale price index. It is based on a sample of about one-eighth of the commodities in the com- 
prehensive sample and therefore should be regarded as an indicator of price trends rather than 
as a final compilation. The monthly index should be used for fuller coverage. 


% of Change 
11-29-49  1-3-50 


14 21 to to 
1950 1950 1950 1950 11-28-50 11-28-50 
170.0 171.0 171.2 171.7 413.3 +14.0 
181.3. 183.1 184.9 185.7 +19.0 +20.7 
173.6 176.5 177.5 178.2 +12.9 +15.3 
164.4 165.4 1666 166.2 +19.8 +21.0 
135.3 135.4 135.4 135.4 + 4.2 + 4.1 
180.6 180.1 180.4 180.6 + 7.9 6.6 
218.2 217.8 218.1 2184 +15.2 +14.8 














TABLE 2—A BRIEF PLATEAU 


Monthly Index Numbers of Wholesale Prices—1926=100 














Oct. Oct. Oct. Oct. Oct. Oct. Sepf. Oct. 

COMMODITY 1940 1942 1944 1946 1948 1949 1950 1950 
All commodities : 100.0 104.1 134.1 165.4 152.2 169.5 169.1 
Farm products .................. ee 109.0 123.4 165.3 183.5 159.6 180.4 177.8 
Foods ....... fs se epee ee .. V1.1 WBA 104.2 157:°9 178.2 159.6 177.2 172.5 
WOXTHC PPOGUCIS. .........25...-0c-..---e0e 73.6 97.1 99.4 128.6 148.3 138.0 158.3 163.0 
Cotton goods ...... : eae tie W2S VBS 1729 95:0 176.5 221-6 225.7 
Fuel and lighting materials........ 71.6 79.0 82.9 942 137:3 130% 135.1 135.4 
Anthracite cool ..................-----..- 80.7 85.7 95.2 113.5 136.4 139.1 142.8 143.9 
Bituminous coal _................-..--.-- 1004 9172 1205. 137.2 195.) 191.2) 193.1 193.3 
Electricity ......... 716 619 $96 64.1 66.5 70.1 * % 
CSE . _...... 82.4 79.2 76.0 80.8 90.9 87.8 89.0 * 
Building materials .. sevaeeeee 97.8 110.4 116.3 134.8 203.7 189.3 219.7 219.0 
Brick and tile.......... , . 90.2 98.7 104.8 127.8 160.1 161.8 168.7 178.2 
RIN os eee . 90.7 94.2 97.5 106.5 133.6 134.5 136.3 140.2 
RAMI ccs cocs tee menasoocss Soa 9388 1542 1768S 3154 2820 371.5 359.3 
Paint and paint materials. .. 84.8 101.0 106.0 119.2 160.1 141.4 146.1 145.9 
Plumbing and heating materials 80.5 94.1 92.4 107.2 157.3 154.6 166.9 177.2 
Structural steel ..........................107.3 107.3 107.3. 120.1 178.8 178.8 191.6 191.6 
Other building materials............ 93.8 103.3 103.3 122.5 174.8 168.1 182.4 186.1 
Drugs and pharmaceutical 

Tt | pe eR ee Sree 95.8 119.2 106.9 111.5 152.7 123.1 153.4 161.1 
RR: SeRFAONS: oo. ses ce cece 71.4 103.0 113.2 148.7 177.0 160.4 181.8 180.2 
Semi-manufactured articles ...... 79.4 92.7 94.8 118.2 160.0 145.3 165.7 169.3 
Manufactured products _............ 82.1 99.4 101.0 129.6 160.3 149.1 164.0 163.5 
Purchasing power of the dollar $1.270 $1.00 $.960 $.745 $.605 $.657 $.590 $.591 
*Figures not available at press time. 
Source: Bureau of Labor Statistics. 
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Toward trouble-free operation 


with the flatwork ironer 


RAY GABRIELSON 


N THE HOSPITAL laundry, the 

flatwork ironer is ordinarily 
the most expensive single piece of 
equipment on the laundry floor. 
Also, it is usually the most impor- 
tant, since in most hospitals only 
one such ironer is installed, and 
when it fails the supply of clean 
linens to the patient is seriously 
curtailed. 

Completely trouble-free opera- 
tion of the flatwork ironer is an 
ideal. To attain this as nearly as 
possible, it is necessary that atten- 
tion be given to three important 
factors: 

(1) Maintenance of the ironer, 
(2) temperature of the chests or 
cylinders, and (3) preparation of 
the work to be processed through 


the ironer. 
MAINTENANCE 


The following points are impor- 
tant in a discussion of proper main- 
tenance of the flatwork ironer. 

1. Proper lubrication of all parts. 
The details of ironer lubrication 
should not be allocated to just any- 
one. Instead, they should be the 
responsibility of an engineer or 
some other reliable person who 
can be instructed as to the points 
of lubrication and the kind of oil 
or grease to be used for specific 
parts. Lubrication charts are avail- 
able from laundry machinery man- 
ufacturers. A definite schedule 
should be made up for periodic 
lubrication. 

2. Cleaning of chest or cylinders. 
These must be clean and smooth. 
A number of cleaning compounds 
are available for this purpose. 


—_— 


Mr. Gabrielson is laundry manager at 
Presbyterian Hospital, Chicago, and is a 
member of the Association’s laundry man- 
agement committee. 
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Some sources recommend that a 
cloth be wrung out of kerosene 
and then run through the width 
of the ironer chests or cylinders. 
Cleaning cloths may be purchased 
which have one section of fine em- 
ery cloth for cleaning and polish- 
ing, a second section for waxing 
and a third section for wiping. 
Such a cloth, passed through an 
ironer two or three times a day, 
will keep ironing surfaces in fine 
condition. If ironing surfaces have 
been neglected until they are bad- 
ly coated, they may be put in good 
condition by running soapstone 
through the ironer. If this does not 
produce satisfactory results, it may 
be necessary to remove the padded 
rolls and have the metal surfaces 
buffed. 

3. Care in heating up the ironer. 
It is imperative that the chests or 
cylinders of flatwork ironers be 
heated slowly. If chests are cold, 
or if they contain a large amount 
of condensate, the introduction of 
high temperature steam may cause 
warping or even cracking, and a 
warped chest can cause no end of 
trouble. To insure slow heating 
would suggest a % inch to % inch 
by-pass from the main steam line 
to the chests or cylinders for pre- 
heating the ironer to approximate- 
ly 200° F., or a weighted check 
valve introduced into the main 
steam line just beyond the main 
intake steam valve which would 
automatically close the line if 
steam were introduced too rapidly. 

4. Dressing the ironer. Padding, 
covers and aprons. Various mate- 
rials are now being used to pad 
flatwork ironers, some of which 
are: Wrap-around cotton padding, 


once-around cotton padding, as- 
bestos padding and a combination 
of wool and nylon padding. Which- 
ever type is used, care must be 
taken to see that it is properly an- 
chored to the metal roll. This will 
keep it from slipping or crawling. 
The correct thickness of padding 
must be applied in order to insure 
that the caliper (diameter) of the 
finished roll is the same as that 
specified by the manufacturer. 
Otherwise, wrinkling of linens may 
result. 

Covers made from asbestos, as- 
bestos combinations or cotton will 
give satisfactory results. Those 
made from asbestos or asbestos 
combinations will give much long- 
er service and result in sizable 
savings. It is also important that 
covers be well bound under the 
padding to avoid pulling and slip- 
ping. 

To newly-padded rolls, pressure 
should be applied gradually. 
Aprons should be installed cor- 
rectly. They must be laced evenly 
so that the outside edges of the 
aprons match where the clipper 
lacings come together; otherwise 
folds and eventually cracks will 
develop in the aprons, greatly re- 
ducing their usefulness. Adjust- 
ment should be made by the device 
installed on the ironer for that 
purpose, in order to keep aprons 
from running off the rollers and 
folding over. Tension on new 
aprons should be kept to a mini- 
mum, sufficient only to carry the 
linens through the ironer. 

5. Tension on feed ribbons. To 
avoid unnecessary strain, there 
should be just enough tension on 
the feed ribbons to carry the linens 
into the ironer. Feed ribbons should 
be replaced periodically to insure 
smooth operation. 

6. Finger roll. This device 
smooths out wrinkles that have 
not been taken care of during the 
shakeout, and it is a handy addi- 
tion to the flatwork ironer. It may 
be purchased from the manufac- 
turer or may be improvised by the 
laundry manager with the assist- 
ance of the hospital engineering 
department. 

7. Static. If rolling of linens or 
clinging to the last padded roll 
should occur, it might be due to 
static. To correct this, a piece of 
copper wire may be run from some 
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point that contacts the padded rolls 
or an apron to a water or steam 
pipe. This will ground the ironer 
and carry off any static electricity. 


CORRECT TEMPERATURE 


Correct temperature is another 
essential in proper operation of the 
flatwork ironer. Most manufactur- 
ers of flatwork ironers recommend 
100 pounds pressure of dry steam 
at the ironer, capable of producing 
a surface temperature of 337° F. 
Some of the latest types of ironers, 
however, call for 125 pounds steam 
pressure with surface temperatures 
of 350° F. It is possible to use less 
than the recommended 100 pounds 
per square inch pressure, but this 
practice calls for a slower speed in 
order to insure that the linens will 
not be emerging from the ironer 
still damp. Should the steam pres- 
sure drop excessively, rolling and 
tearing of linens may result. 

A simple way to provide a quick 
check on the adequacy of tempera- 
tures is to insert oil wells or ther- 
mometers in the intake steam line 
and in the return line. If the drop 
is excessive, it is more than likely 
that ironer chests or cylinders do 
not have proper surface tempera- 
tures. 

Another check is to take periodic 
pyrometer readings over the entire 
length of each chest or cylinder. 
Temperatures may vary widely 
from one chest to another. Also, 
several readings on each unit are 
necessary since heating sometimes 
becomes spotty and may vary as 
much as 20° from one end to the 
other. Such tests should be con- 
ducted at least twice a year wheth- 
er there is indication of trouble or 
not. 

If ironing surfaces are not heat- 
ing properly, it will be well to 
check the steam traps to see that 
they are functioning properly in 
carrying off condensate. Trapping 
of the flatwork ironer is of major 
importance. Sufficient trapping 
should be installed to carry away 
condensate rapidly. 

If investigation proves that all 
traps are working properly and 
that they are not the cause of in- 
sufficient heat on ironing surfaces, 
the siphons should be checked. On 

cylinder-type ironers, the siphon 
pipes may become rusted away so 
that they do not reach the con- 
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densate in the cylinder. On chest- 
type ironers, siphons are connected 
to the padded rolls and carry off 
moisture absorbed by the cover 
cloth and padding. These siphons 
are connected with a vacuum sys- 
tem which draws out the moisture. 
They may be clogged and have to 
be blown out with an air jet. 


PREPARATION OF WORK 


Improper preparation of linens 
for the flatwork ironer is another 
factor that is likely to produce 
rolling of linens or cause them to 
emerge from the ironer still damp. 
There are two major points to 
check in regard to preparing linens 
for the flatwork ironer: (1) Ade- 
quacy of extraction and (2) ap- 
propriateness of the sour being 
used. 

Extraction: It is well to remem- 
ber that the function of the ironer 
is not primarily to get rid of ex- 
cess water. Most of the water 
should be removed in the extract- 
ing process. The ironer merely 
evaporates what is left. If the ex- 
tractor is not doing its job prop- 
erly, the excess moisture is likely 
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to cause dampness or rolling of 
linens. Proper extraction should 
show a moisture retention of from 
50 to 45 per cent; that is, the 


- weight of the linens as they leave 


the extractor should not exceed 
the dry weight of the same linens 
by more than 45 or 50 per cent. 
It is not practical, however, to 
check every extractor load for ade- 
quate removal of water. Once it 
has been established what power 
settings (r.p.m.) and extraction 
time are necessary to do the job, 
all that is necessary afterward is a 
periodic spot check. 

Up to a given point, it is much 
easier to remove moisture in the 
extractor than it is to evaporate it 
on the flatwork ironer. 

Souring: The kind and quantity 
of sour also have a direct bearing 
on flatwork irgner operation, since 
over-souring is likely to produce 
rolling of linens. The laundry man- 
ager should conduct tests to see 
that a final pH of from 5.5 to 6.0 
is maintained in the sour bath to 
be used for flatwork linens. This 
may be accomplished with any of 
a number of different kinds of pH 
or colorimetric indicators. 


AUDGAUUAUNUTDTALIOEANU CETUS EAR 


Who said this ironer wouldn't run? 
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Life-and-death maintenance 


IN THIS issue, HOSPITALS is pass- 
ing along some information that 
should be of vital concern to every 
hospital laundry manager. 

The text below is part of an 
article that appeared in a recent 
issue of the Safety News Letter, 
published by the Association’s 
Hospital Safety Service and the 
National Safety Council. The ar- 
ticle, entitled “Life-and-Death 
Maintenance,” was prepared by 
William N. Davis, senior engineer 
of the National Safety Council. 

“Serious and fatal accidents hap- 
pen in laundries. There is no good 
reason why they should. Proper 
selection and maintenance of equip- 
ment and proper training and su- 
pervision of employees will pre- 
vent them. 

“For instance, a short time ago 
a condensate tank blew up in an 
institutional laundry and killed a 
fireman. The vent pipe had be- 
come plugged at the tank with lint 
and dirt, and the pressure built up 
in the condensate tank until it 
failed. It failed because one of the 
high pressure traps broke and let 
high pressure steam directly into 
the tank. 

“It takes only a few minutes 
once each six months to pump up 
a condensate tank until it over- 
flows. The operator then knows 
that the vent is clear. 

“Tn another laundry, two women 
workers were killed and the entire 
laundry was put out of business 
because the roll of a flatwork iron- 
er burst. An old crack in the roll 
had been getting progressively 
larger. If these operators had re- 
ported the first piece of stained 
material coming out of the ironer, 
and if management had done its 
job of repair, the accident would 
not have happened. 

“Incidentally, such flatwork rolls 
Should be warmed up for a con- 
siderable period before operations 
Start; in order to work out all con- 
densate. 


JANUARY 1951, VOL. 25 


“The roll problem is particularly 
tricky, since cast iron expands as 
it heats, so that a small crack in a 
cold roll or steam chest will get 
tight and not leak while the roll is 
hot and in service. 

“An annual check in the form of 
a hydrostatic test should be ap- 
plied to such equipment at least 
once a year. Likewise, the roll and 
chest may be boiled out with a 
slightly acid solution to remove 
scale. This will prevent cracking 
and will extend the life of the rolls 
considerably. 

“Extractors should be constantly 
watched, both for mechanical con- 
dition and for proper loading. Fail- 
ure in either respect can result in 
serious injury or fatality. A cracked 
basket is almost sure to fail, usual- 
ly at high speed. 

“Electrical connections likewise 
need close watching. In one case 
an extractor operator was fatally 
shocked because the conduit and 
ground wires had been corroded so 
that there was no ground on the 
motor. A heavy accumulation of 
lint built up in the motor until the 
equipment shorted. 

“Because of the heavy load on 
the line and the high fusing, the 
fuses did not blow and the current 
went up through the extractor— 
and through the man. 

“Four workers were badly scald- 
ed when a hot water supply tank 
burst. Investigation showed that 
the tank had several corroded spots 
in it. The plant engineer had 
plugged leaks in corroded nipples 
by driving in wooden plugs, and 
the inevitable happened. 

“Preventive maintenance would 
have extended the life of the tank 
by several years, and would have 
saved injury to four employees. 

“Such tanks should be opened 
up at least once a year and the in- 
ner surfaces coated with rust-pre- 
ventive paint. Corrosion spots un- 
covered during inspection should 
be filled by deposits of weld-metal. 

“Tf, during operation, a hot wa- 
ter tank should leak, it should be 


taken out of service at once and 
repaired before it is used again.” 


Linen replacement 


Keeping a supply of linens that 
is just large enough to meet nor- 
mal demand, with some reserve 
left for emergencies, is a perennial 
problem in all hospitals. 

A typical question on this matter 
came in from the administrator of 
a 100-bed general hospital: “How 
do you figure replacement of linen, 
especially on the length of service 
basis?” 

The answer below was provided 
by Frank G. Bruesch, chairman of 
the Association’s laundry manage- 
ment committee and administrative 
assistant at Detroit’s Harper Hos- 
pital. 

“Worn out linen should be re- 
placed monthly after an estimate 
is made of the linen taken out of 
circulation. 

“Inventories can be taken every 
three months to determine the re- 
placement amount necessary. 

“Another method is to take the 
amount of linen replaced in the pre- 
vious year and put in one-twelfth 
of that amount each month.” 


Washing classifications 


A laundry manager in a medium- 
sized general hospital has asked: 
“What is a good method for classi- 
fying items that may be washed 
together?” 

The answer below was provided 
by John F. Kenney, director of 
linens and laundry at the New 
York Hospital and a member of the 
Association’s laundry management 
committee. 

“In industry today it is common 
practice to handle an item in pro- 
duction as few times as possible. 
This lowers the productive labor 
cost. 

“The same method should apply 
to soiled linen classification in the 
hospital laundry. Since all linen 
items require basically similar la- 
bor techniques when they start on 
their processing journey, the end 
or ‘finishing’ point should be an 
important consideration in the 
classification system. 

“Also, linen. items should be 
classified to match the various 
kinds of washroom formulary 
processes as closely as possible.” 
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be footsteps to hear. Aslong as meals are served, 
glasses will clink and dishes clatter. But these 
irritating sounds can and should be checked 
to benefit hospital patients and staff members. 

Modern sound conditioning brings direct 
and immediate benefits to any busy hospital. 
Thousands of unavoidable, routine sounds are 
effectively muffled before they can create a 
steady, annoying din that disturbs patients 
and tires the staff. 





FOR A FREE ANALYSIS of your particular noise 
problem, write now for the name of your local dis- 
tributor of Acousti-Celotex products. He’s an expert in 
modern sound conditioning techniques with the finest 
acoustical products ever developed. We will also send 
you a copy of an informative booklet entitled "The 
Quiet Hospital.” The Celotex Corporation, Dept. F-1, 
Chicago 3, Ill. In Canada, Dominion Sound Equip- 
ments, Ltd., Montreal, Quebec. 
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The Albany Hospital 
in Albany, New York, achieved 





beauty and comfort for patients and 
staff by sound conditioning this corridor 
with Acousti-Celotex Ceiling Tile. 
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Acousti-Celotex Ceiling Tile maintains quiet 
and comfort in busy hallways, wards, roomsand 
kitchens. Speeds patient recovery, too! Doc- 
tors, nurses and service personnel work more 
efficiently with less daily strain and fatigue. 
This durable, lightweight acoustical tile has 
already brought quiet comfort and beauty to 
thousands of efficient hospitals. No special 
maintenance is required and you can paint or 
wash Acousti-Celotex tile repeatedly without 
impairing its sound absorbing efficiency! 


Acousni-(exotex 


TRADEMARKS U. S. PAT. OFF 


Sound Conditioning Products 


REGISTERED 


PRODUCTS FOR EVERY SOUND CONDITIONING PURPOSE 


THE CELOTEX CORPORATION ¢ CHICAGO 3, ILLINOIS 
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Too much air in the furnace 


means coal 


Cc. M. BOURCY 


HE CURRENT high price of coal 
is a forceful reminder that the 
power plant is one of the most im- 
portant areas of hospital operation 
where economy and efficiency will 
pay large dividends. 

The administrator or medical 
director is not an experienced en- 
gineer, and he should not be ex- 
pected to assume supervision of the 
operation of the plant. Neither can 
the engineer be expected to watch 
the fireman every minute, and so 
the plant often goes along, being 
looked upon as a necessary evil. 

It has been demonstrated that 
almost unbelievable amounts of 
coal are wasted between the time 
the coal leaves the mines and the 
time it is transformed into useful 
heat, especially in the smaller 
plants. 

The coal starts being wasted 
from the minute it is loaded at the 
mine, spilling along the right of 
way and in handling, loading and 
unloading. It is scattered along 
city streets, kicked into the ash pit, 
ground into dust under foot and 
thrown out with the ashes. And 
in a number of other ways, coal is 
wasted even before it goes onto the 
boiler grate or into the stoker to 
burn. 

With the price of coal what it is 
and with current shortages, wastes 
which occur after the coal is de- 
livered to the hospital are particu- 
larly deplorable. Larger hospitals, 
with modern plants, are often effi- 
ciently operated. But the hundreds 
of smaller plants can benefit by 
some greater effort to practice coal- 
using economy. 





Mr. Bourey is chief engineer at the 
Rochester General Hospital, Rochester, 
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up the chimney 


Probably excess air is the great- 
est cause of waste in burning coal 
in a furnace, and most plants have 
no equipment or other means of 
ascertaining the amount of air nec- 
essary or the amount of air they 
are using. 

It takes 25 tons of air to burn 
one ton of coal economically. But 
twice that much air can be sup- 
plied and no one will know the 
difference, except in the operation 
of the plant, unless there is some 
way of indicating the amount of 
air that is being supplied to the 
furnace. 

A draft gauge and a hand orsat 
gas analyzer, costing almost noth- 
ing, will do more to spot coal loss 
due to excess air than anything 
else. A few simple instructions by 
someone in authority who under- 
stands the operation of the equip- 
ment can qualify the fireman so 
that he will do a better job and 
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Five suggestions 


1. Use a draft gauge and a 
hand orsat gas analyzer to spot 
coal loss due to excess air. 


2. With asbestos cement or 
other suitable material, fill all 
cracks and air leaks that may af- 
fect draft. 


3. Calibrate the boiler damper. 
4. ~~ the draft for the best 


carbon dioxide content, then regu- 
late the carbon monoxide. 


5. Educate the fireman in ways 
of reducing waste. 





will interest him in the continu- 
ous economical operation of his 
boiler. 

AIR LEAKS 


Most air leaks that effect boiler 
operation are found in cracks in 
the brick setting, around the clean- 
out doors, around the blowoff 
opening, around safety valve open- 
ings on top of the boiler and around 
the steam outlets. 

Many large air leaks are also 
found around the front doors and 
at the smoke breeching, where it 
connects to the boiler. 

All these spots must be made 
tight with asbestos cement or other 
suitable material before the engi- 
neer or fireman can start to take 
measurements to determine the 
proper amount of draft to operate 
the boiler efficiently. 

Every bit of air that gets into 
the boiler setting without going 
through the ash pit or through the 
fan will affect the draft, so the first 
thing to do is to make the boiler 
setting tight. 

The boiler damper, also, will 
need calibrating. This sounds like 
a major operation but is really 
quite simple. Most boiler dampers 
move considerably before any 
movement shows on the draft 
gauge, so it is important to know 
the exact opening of the damper. 
Otherwise, a true reading cannot 
be obtained. 

A draft that will carry the load 
with the highest carbon dioxide 
content without carbon monoxide, 
by actual trials, is the correct draft 
to use. In averaging the draft with 
a number of readings of the carbon 
dioxide with varying conditions of 
load and thickness of fire, one need 
not be too concerned about the 
carbon monoxide readings. Most 
operators will agree that getting 
the highest carbon dioxide content 
under which they can operate is 
the first consideration. Then it will 
be found that the carbon monoxide 
can be regulated. 

These methods, used in thou- 
sands of plants, have proved their 
effectiveness. The only way to do 
something about waste is to set up 
a program and follow it, making 
an honest effort to build up the 
efficiency of the boiler and furnace. 
The value of such a program is 
obvious. 
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ENGINEERING and 


Plant maintenance show 


THIS IS A last minute reminder 
of the plant maintenance show be- 
ing held at Cleveland, January 15 
through 18. 

The second exhibit of its kind, 
the show will include commercial 
displays by nearly 200 manufac- 
turers. 

There is no admission fee for the 
exhibit, but a registration fee will 
be charged for the conference pro- 
gram being held in connection with 
the show. The conference sessions 
have been sponsored by the Amer- 
ican Society of Mechanical Engi- 
neers and the Society for the Ad- 
vancement of Management. 

Sessions on Monday morning, 
January 15, will be on the subject 
of preventive maintenance, while 
the evening subjects on the same 
day will be divided into sectional 
conferences, one of which will be 
“Maintenance Problems of the 
Small Plant.” Another sectional 
conference going on at the same 
time will be on “Maintenance of 
Electrical Equipment.” 

Tuesday morning subjects will 
have some interest for the engineer 
or maintenance superintendent in- 
terested in organizational problems, 
and on Wednesday both morning 
and afternoon sessions will be par- 
ticularly interesting for those en- 
gaged in hospital maintenance. The 
morning subject will deal with lu- 
brication, with a panel conducted 
by members of the American So- 
ciety of Lubrication Engineers. The 
afternoon will have to do with 
plant housekeeping and will deal 
with painting and decorating, se- 
lection and upkeep of floors, and 
maintaining proper standards of 
sanitation. 


Shop safety 


Every hospital maintenance 
worker should be supplied with a 
copy of the National Safety Coun- 
cil publication, ‘““Shop Safety.’’ 
These can be purchased from the 
National Safety Council, and sub- 
scribers to the materials subscrip- 
tion program sponsored by the 








American Hospital Association can 
secure their copies with the cus- 
tomary publications discount to 
which they are entitled. 

“Rules For Tools” is a pertinent 
section of this handbook. Follow- 
ing this is a description of ground- 
ing devices for portable tools that 
have been discussed in this column 
recently. 

When discussing the booklet 
with employees, the wise mainte- 
nance supervisor will not overlook 
the subject, “Handle With Care.” 
Injuries from lifting are still fre- 
quent despite the advice that has 
been given on this subject. 

Before the book is discussed or 
distributed to maintenance em- 
ployees, however, the administra- 
tor and maintenance supervisor 
should be assured that provisions 
have been made for the adequate 
“first aid in injuries” treatment 
mentioned in the book. 


Book on maintenance 


Maintenance and operation of 
office buildings entails many of the 
basic problems and operations 
found in hospitals. This basic sim- 
ilarity is the reason that a new 
book just published on “Building 
Operation and Maintenance” will 
be a mandatory component of the 
comprehensive library on hospital 
administration and should be in 
the hands of every hospital chief 
engineer and maintenance super- 
visor. The volume, published by 
the McGraw-Hill Book Company 


‘of New York City, was written by 


C. A. March, assistant to the super- 
intendent of building operation of 
the Detroit Edison Co. 

Mr. March certainly deserves the 
congratulations of everyone con- 
nected with the building mainte- 





The Engineering and Maintenance 
department is edited by Roy Huden- 
burg, secretary of the Council on 
Hospital Planning and Plant Opera- 
tion. 





the job he has done. Not only does 
the book cover substantially all of 
the questions one might ask about 
the general problems of mainte- 
nance, but it also brings the in- 
formation up to date. To illustrate, 
the chapters on cleaning materials 
and on disinfectants and insecti- 
cides are not only complete and 
practical from the standpoint of 
the purchasing agent but also cog- 
nizant of the most recent materials 
in circulation. 

The author deals with such sub- 
jects as elevator operation, selec- 
tion of equipment and supplies, 
maintenance of all types of floors, 
care of furniture and metal work, 
fire prevention and safety precau- 
tions. His advice on such mechani- 
cal subjects as painting, electrical 
systems, elevator maintenance, 
heating and ventilation is written 
in a manner that will be most use- 
ful to hospital personnel. 

The administrator who has been 
awed by his engineer’s use of such 
terms as “power factor” and his 
mysterious differentiation between 
kilowatt and k.v.a. will be able to 
adopt these terms as his own after 
five minutes reference to this work. 


Isotope hazards 


What does the average mainte- 
nance engineer know about haz- 
ards in connection with isotope 
laboratories? There is a publica- 
tion available that will be particu- 
larly interesting for the chief en- 
gineer of the hospital which is un- 
dertaking research work with iso- 
topic materials. The booklet is 
“Radiation Hazards of Radioactive 
Isotopes in Fire Emergencies,” 
published and distributed by the 
International Association of Fire 
Chiefs, New York City. 

This booklet will set straight the 
members of the maintenance staff 
responsible for plumbing work as 
well as the men on the hospital fire 
brigade. It will also enable the 
hospital administrator and his staff 
to cooperate more readily with the 
local iire department in those cases 
where the hospital is now employ- 
ing radioactive material. 

“Radiation Hazards of Radio- 
active Isotopes in Fire Emergen- 
cies” could be considered a “must” 
for both the chief engineer and the 
hospital administrator.—R. H. 
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Recent additions to library 


cover many vital topics 


MONG THE RECENT additions to 
hospital literature are publica- 
tions on uniform world health sta- 
tistics, medical records, photofluor- 
ography, autopsies, and publicity. 
And in the “Magic Key to Hospital 
Literature,” reviewed on page 92, 
administrators will find an exten- 
sive description of what the library 
has to offer. 


World health statistics 


WorRLD HEALTH ORGANIZATION, TECH- 
NICAL REPORT SERIES, No. 25. Report 
of the Expert Committee on Health 
Statistics: Definition of Stillbirth, 
Registration of Cases of Cancer, 
Hospital Statistics. 1950. 35 pp. 


These committee reports record 
the progress of the work toward 
an international classification to 
serve as an index of medical rec- 
ords by diagnosis and toward 
bridging the gap between hospital 
statistics which are selective in 
character, and statistics which 
would be representative of the 
community from which the hospi- 
tal patients are drawn. Special 
studies are also being made in the 
field of statistics of fetal and infant 
deaths, cancer and tuberculosis. 

The subcommittee recommended 
further study of uniform defini- 
tions and suggested the use of the 
American Hospital Association’s 
recently revised “Handbook of Ac- 
counting, Statistics, and Business 
Office Procedures for Hospitals’, 
which contains a set of definitions. 
Further recommendations of the 
subcommittee included investiga- 
tion into special problems of hos- 
pital statistics, such as statistics of 
mental diseases causing admissions 
to mental institutions, measurable 
factors bearing upon the need for 
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beds for tuberculosis patients and 
related to the immediate outcome 
of hospitalization; question of a 
classification of anesthetical proce- 
dures; readmission of an individual 
during a given period of time for 
the same or another illness. All of 
these problems should be referred 
and definitely assigned to appro- 
priate national health-administra- 
tors, or national committees on vi- 
tal and health statistics. 

Research in health and disease 
is abetted by standardizing medical 
record keeping and methods of re- 
porting in the different countries 
of the world. Dr. Edwin L. Crosby, 
chairman of the American Hospital 
Association’s Council on Profes- 
sional Practice, and director of the 
Johns Hopkins Hospital is a mem- 
ber of the subcommittee on hospi- 
tal statistics of the World Health 
Organization.—H.V.P. 


Medical records procedure 


MEDICAL RECORDS; A PROCEDURE MAN- 
UAL. Sister Mary Eugene, R.S.M. 
R.R.L. Omaha, Nebraska. St. Cathe- 
rine’s Hospital. 1950. 40 pp. $1.50. 
The author’s purposes in setting 

down the procedures of her own 

record department were to provide 

a handy information source for the 

daily use of the department, and a 

medium for training the personnel. 
Designed specifically for the rec- 

ord department in a hospital of 100 





Inquiries about books reviewed in 
the Literature department should be 
addressed to the American Hospital 
Association Library —Asa S. Bacon 
Memorial, 18 E. Division Street, Chi- 
cago 10. The department is edited by 
Helen V. Pruitt, librarian. 








to 200 beds, the manual can be 
adapted to the requirements of 
both large and small hospitals. Im- 
portance of cooperative relation- 
ships with other departments and 
the medical staff is stressed. A de- 
tailed outline of procedure for 
microfilming is a valuable section 
of the manual. Schedules of work 
to be done daily, weekly, monthly 
and yearly, and how that work 
might be assigned to the various 
members of the medical records 
staff make the manual of practical 
help to the supervising medical 
record librarian. 

A written procedure manual is 
one method of assuring continuity 
of performance in a department, 
and avoiding disputes among the 
employees. Record librarians who 
plan to write procedure manuals 
for their own departments could 
profit by first studying this one 
prepared by Sister Mary Eugene. 
—H.V.P. 

Death procedures 
MANUAL OF PROCEDURES UPON THE Oc- 

CURRENCE OF A DEATH IN HOSPITALS 

OF THE NEW YoRK METROPOLITAN 

AREA. New York City, the United 

Hospital Fund. 1950. 24 pp. 

Prepared by a joint subcommit- 
tee representing the New York 
Academy of Medicine, the New 
York Pathological Society, the 
Greater New York Hospital Asso- 
ciation and the Metropolitan Fun- 
eral Directors Association, this 
manual establishes procedures de- 
signed to encourage a higher per- 
centage of autopsies. 

Using this manual as a basis, 
other communities could inaugu- 
rate a program which would react 
to the benefit of the hospital’s 
teaching program, the patient’s 
family, and the funeral director. 
Certain legal procedures included 
are of course applicable only to the 
New York Metropolitan area. In- 
cluded are suggestions to physi- 
cians making out the death certifi- 
cate, and the sample forms for an 
autopsy request, and report of 
death.—H.V.P. 


Technical manual 


HANDBOOK FOR PHOTOFLUOROGRAPHIC 
OPERATORS. Division of Tuberculosis 
of the Public Health Service. Wash- 
ington, D.C., The Government 
Printing Office. 1950. 69 pp. $0.45. 
The development of the photo- 

fluorographic method of chest ex- 
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amination has made possible one 
of the most important assaults on 
tuberculosis, by making possible 
the rapid x-raying of large num- 
bers of individuals at a compara- 
tively low cost. 

The Public Health Service has 
prepared for its operators in the 
field a guide in the use of this 
equipment. The material answers 
the questions most frequently oc- 
curring in the ordinary operation 
of these machines. Many illustra- 
tions and diagrams make the hand- 
book even more practical—there 
are 25 altogether. Descriptions of 
equipment manufactured by sev- 
eral different companies are in- 
cluded. There is a chapter on proc- 
essing the exposed film, and also 
one on radiation hazards and pro- 
tective measures. 

The routine chest x-ray exami- 
nation of all patients admitted to 
the hospital is being encouraged 
constantly by all interested groups. 
In some hospitals, this examination 
is a part of the admitting proce- 
dure and space and equipment have 
been provided in or near the ad- 
mitting office. This manual would 
be very helpful in training hospital 
personnel assigned to this work.— 
H.V.P. 


Publicity primer 
PuBLICITY PRIMER. John F. Allen. Los 

Altos, Calif., Goodrich-MacKenzie. 

1950. 36 pp. $1. 

“Publicity Primer,” subtitled “A 
Helpful Handbook for Publicity 
Chairmen (and Chairwomen) of 
Clubs, Lodges, Committees, Vet- 
erans Posts and Similar Groups,” 
does an admirable job of high- 
lighting the techniques, responsi- 
bilities and opportunities of this 
phase of public relations. 

As the executive editor of the 
San Francisco Examiner, Josua 
Eppinger Jr. states in his brief pre- 
face, “If publicity men and women 
absorb the excellent advice pre- 
sented herein, my work and that 
of a hundred thousand other edi- 
tors and newspapermen will be 
considerably lightened.” 

In “Publicity Primer,” Mr. Allen, 
who has been both a newspaper- 
man and a publicist, points out the 
fact that publicity persons serve as 
a sort of news “bridge” between an 
important segment of the com- 
munity and the mass of that com- 
munity. 
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By serving ably as that bridge, 
he says, “They contribute a three- 
fold service of the highest impor- 
tance: 

“1. Serve their organization by 
publicizing its members, its activi- 
ties and its contributions to the 
common good. 

“2. Help the publication con- 
cerned by making available news 
it might otherwise have missed. 

“3. Help that publication’s read- 
ers by providing them with news 
about their fellow citizens.” 

In most readable style, Mr. Allen 
explains the mechanics of the re- 
lease—the trade name for the news 
story. These sections are particu- 
larly helpful. The handbook also 
contains a valuable section on set- 
ting up the press conference. 

“Publicity Primer” is recom- 
mended reading for all adminis- 
trators, public relations directors 
and chairmen of public relations 
committees. Auxiliary heads and 
auxiliary public relations aids also 
will find it most rewarding read- 
ing. 

The handbook is profusely illus- 
trated with clever drawings by 
Warren Goodrich.—C.J.F. 


The "Magic Key" 


Macic Key To HospiTat LITERATURE. 
Revised edition. Published by the 
American Hospital Association. 
1950. 71 pp. 

This guide to the use of the Li- 
brary of the American Hospital 
Association has been revised and 
is available to members of the 
Association. The introduction tells 
what the library includes in its 
collections, who may use it, how 
to use it, how the material is dis- 
tributed, why use it. The first sec- 
tion lists the subject headings— 
some 600—under which the clip- 
pings and reprints are filed. The 
second section is a selected cata- 
logue of 300 books in the library, 
chosen as representative of the 
scope of the library’s collection. 

Administrators are encouraged 
to request copies of the “Magic 
Key” for their department heads. 
Resources in the library can fre- 
quently help when there is a ques- 
tion of establishing a new proce- 
dure; it is also helpful to a new 
department head who may not 
have had previous hospital experi- 
ence. A program of study can be 
planned using the “Magic Key” as 








a guide in requesting the necessary 
reading material.—H.V.P. 


Medical library procedures 


TIME AND Cost StuDy OF MEDICAL 
LIBRARY PROCEDURES. Sister Mary 
Yvonne Meyer, S.S.M. St. Louis, 
The Catholic Hospital Association 
of the United States and Canada. 
1950. 34 pp. plus forms. $.50. 
“How many times have you as a 

hospital administrator been ap- 

proached by your medical record 
librarian requesting additional 
help? Or again, how many times 
have you asked your medical rec- 
ord librarian to: undertake addi- 


‘ tional duties in her department? 


In both of these situations, con- 
crete, scientific facts. have been 
lacking to aid the administrator 
and the medical record librarian to 
approach the problems in an ob- 
jective manner.” 

This quotation from the foreword 
outlines the author’s purpose in 
carrying out her project at St. 
Mary’s Hospital in St. Louis. The 
results are well presented in a 
series of tables, one for each of the 
22 procedures carried on in the 
medical record library, e.g., census, 
code identification, reports for in- 
surance companies, requirements 
for group studies. Each procedure 
is described, timed and charted on 
a unit basis with projection for 
weekly and yearly figures. 

The cost is for personnel only 
and does not include equipment, 
supplies, or any general hospital 
overhead charged to the medical 
record department. 

A statement of existing condi- 
tions at St. Mary’s with respect to 
statistics for admissions, discharges, 
births, operations, medical and 
house staff, plus a description of 
how the department actually oper- 
ates, introduces the tabulations. 
This information makes it possible 
to compare a given hospital situa- 
tion with the results of this study. 
It is also possible for the chief 
medical record librarian to use this 
report as a guide in assigning work 
in her department, so that the 
maximum of work can be obtained 
from each classification of em- 
ployee. 

Sister Mary Yvonne has made a 
helpful contribution to the litera- 
ture on management tools for hos- 
pital administrators and depart- 
ment heads.—H.V.P. 
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JAMES S. FARRANT has become 
executive officer of Aguadilla Char- 
ity District Hospital, Aguadilla, 
P.R. Mr. Farrant was hospital ex- 
ecutive officer of the Department 
of Health Central Offices, Santurce, 
P.R., and, prior to that, was an ad- 
ministrative assistant at Genesee 
Hospital, Rochester, N.Y. 





SISTER Mary BENIGNA has been 
appointed superintendent of Our 
Lady of Peace Hospital, which 
opened on December 8 in Louis- 
ville, Ky. 

Previously, Sister Benigna was 
superintendent of St. Joseph In- 
firmary, Louisville, and Mount St. 
Agnes Hospital, Louisville. 





Dr. PHILLIP COHN resigned on 
December 1 as superintendent and 
medical director of William Roche 
Tuberculosis Hospital, Toledo, be- 
cause of ill health. After recuperat- 
ing, he plans to return to his for- 
mer position as regional director 
of tuberculosis service for the Vet- 
erans’Administration office in Cin- 
cinnati. 

Dr. Cohn formerly was medical 
director of the Western Oklahoma 
Tuberculosis Sanatorium, Clinton, 
and chief of staff at Southern In- 
diana Hospital, New Albany. 





Dr. JOSEPH S. LICHTy, former as- 
sistant director of Massachusetts 
General Hospital, Boston, has been 
named director of the Moses H. 
Cone Memorial Hospital, Greens- 
boro, N.C. The Greensboro hospital 
is now under construction and is 
scheduled for completion in 1952. 





CaRL I. FLATH, administrator of 
the Queen’s Hospital, Honolulu, 
Hawaii, resigned on November 15. 
He plans to re- 
turn to the hos- 
pital field in the 
states. 

A fellow of 
the American 
College of Hos- 
pital Adminis- 
trators, Mr. 
Flath had served 
at Queens Hos- 
pital since 1946. 
During the four 
previous years, 
he was administrator of Charlotte 
(N.C.) Memorial Hospital. Mr. 
Flath is the co-author of the Hos- 
pital Authority Law of North Caro- 





MR. FLATH 
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lina, which was passed in 1943. 
Former president of the Hawaii 
Hospital Association, he also has 
been administrator of Wellesley 
Hospital, Toronto. 

Dr. SUMNER PRICE has become 
acting administrator of Queens 
Hospital. 





Dr. A. W. MILLER has replaced 
Dr. D. E. ROBINSON as superintend- 
ent of Herrin (Ill.) Hospital. For 
the past two years, Dr. Miller has 
been associate professor of surgery 
at the University of Arkansas 
school of medicine at Little Rock. 





Dr. E. M. BLUESTONE has re- 
signed as director of Montefiore 
Hospital, New York City. He had 





DR. BLUESTONE DR. CHERKASKY 


served in that position for the past 
22 years. From 1926 to 1928, Dr. 
Bluestone was director of the Ha- 
dassah Medical Organization for all 
of Palestine. 

He is a charter fellow of the 
American College of Hospital Ad- 
ministrators, a life member of the 
American Hospital Association and 
a past president of the Hospital 
Conference of New York City, now 
known as the Greater New York 
Hospital Association. Dr. Bluestone 
has been advanced to the rank of 
consultant to Montefiore Hospital. 

Dr. MARTIN CHERKASKY has been 
appointed to succeed Dr. Bluestone. 

As chief of Montefiore Hospital’s 
division of social medicine, Dr. 
Cherkasky administers a program 
under which adult patients receive 
hospital service in their own homes. 
He supervises a similar program 
for children with rheumatic fevér, 
the department of social service 


and that hospital’s medical group 
affiliated with the Health Insurance 
Plan of Greater New York. 





CaRL P. WRIGHT JR. was to have 
become superintendent of Woman’s 
Hospital, New York City, on Jan- 
uary 1. For the 
past three years, 
he was admin- 
istrator of St. 
Luke’s Hospital, 
Utica, N. Y. 

Mr. Wright 
served as su- 
perintendent of 
United Hospital, 
Post Chester, N. 
Y., for 10 years. 
Prior to that, he 
was assistant 
superintendent 
of New Haven (Conn.) Hospital 
and ‘director of institutional in- 
spection for the New York City De- 
partment of Hospitals. Mr. Wright 
is a member of the American Col- 
lege of Hospital Administrators 
and the American Hospital Asso- 
ciation. 

In going to Woman’s Hospital, 
Mr. Wright succeeds DR. KARL S. 
KLICKA, who has become director 
of St. Barnabas Hospital, Minneap- 
olis. 





MR. WRIGHT 





JOHN EDWARD VANDERKLISH, as- 
sistant administrator- of Atlantic 
City (N. J.) Hospital, has been 
named acting administrator of that 
institution. 

Mr. VanderKlish served as ad- 
ministrative intern and assistant 
administrator at Massachusetts 
Memorial Hospital, Boston. During 
1949, he directed the construction, 
equipping and opening of Glover 
Memorial Hospital at Needham, 
Mass. 





W. S. DANIEL has been appoint- 
ed temporary manager of the Sid 
Peterson Memorial Hospital, Kerr- 
ville, Texas. 





Mrs. ETHELYN B. THORNTON, 
R.N., was to have become admin- 
istrator of the Mercer County Hos- 
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pital, Aledo, Ill., on January 1. She 
replaces J. RICHARD JOHNSON, who 
resigned recently. 

Formerly, Mrs. Thornton served 
as superintendent of Jefferson 
County Hospital, Fairfield, Iowa, 
and prior to that had been super- 
intendent of Williamson (W.Va.) 
Memorial Hospital for five years. 





J. D. WESTBROOK JR. was ap- 
pointed administrator of Big 
Spring (Texas) Hospital, on No- 
vember 1. He had been manager 
of Haskell (Texas) County Hos- 
pital for two years. 

HowarD SALISBURY has resigned 
as business manager of the Big 
Spring Hospital to become admin- 
istrator of Memorial Hospital in 
Fort Stockton, Texas. 





CHARLES D. D’SPAIN will become 
administrator of the Cody (Wyo.) 
Hospital on January 15. For the 
past year, he has been assistant 
administrator of Memorial Hospi- 
tal of Sweetwater County, Rock 
Springs, Wyo. Prior to that time, 
he was an accountant at the Uni- 
versity of Colorado Medical Center 
at Denver. 





HoMER A. REID, comptroller of 
Menorah Hospital, Kansas City, 
Mo., for the past four and one half 
years, has been appointed assistant 
director of fiscal services at that 
institution, effective January 1. 

Before going to Menorah Hos- 
pital, Mr. Reid was auditor for the 
Presbyterian Hospital in Chicago 
and chief accountant for the IIli- 
nois Central System’s hospitals. 


JOHN A. ROSE has been appointed 
personnel officer of the Royal Vic- 
toria Hospital, Montreal, Que. 

Mr. Rose is a 
graduate of the 
University of 
Western On- 
tario, London. 
For five years, 
he served over- 
seas with the 
Canadian Army. 

Prior to this 
appointment, 
Mr. Rose has 
been assistant 
district personnel officer in the 
Department of Veterans Affairs at 
London. 


JANE K. SMITH, R.N., has re- 
signed as director of nurses at Wil- 


96 








mington (Del.) General Hospital. 
She was succeeded by FRANCES L. 
Lortus, R.N., formerly director of 
nurses at the Memorial Hospital in 
Cumberland, Md. 

In 1929, Miss Loftus became di- 
rector of nurses of Mount Sinai 
Hospital, Philadelphia, later be- 
coming superintendent of that hos- 
pital. She has also served as direc- 
tor of nurses at Doctors Hospital, 
Washington, D. C., and Temple 
University Hospital, Philadelphia. 





Miriam D. RAND has been ap- 
pointed director of nursing service 
at Passavant Memorial Hospital, 
Chicago. She also has been named 
director of the James Ward Thorne 
School of Nursing of Passavant 
Hospital and Northwestern Uni- 
versity. 





JAMES L. SEXTON became assist- 
ant administrator of Samuel Mer- 
ritt Hospital, Oakland, California, 
on November 13. 

Following his 
completion of 
the course in 
hospital admin- 
istration at the 
University of 
Chicago in 1942, 
Mr. Sexton be- 
came an admin- 
istrative intern 
at Samuel Mer- 
ritt and Peralta 
Hospitals, Oakland. 

From 1943 to 1946, Mr. Sexton 
served in the Medical Administra- 
tive Corps, U. S. Army, in England 
and Germany. He later remained 
in Berlin as a civilian on the head- 
quarters staff of the U. S. Military 
Governor. 


C. J. Dixon has been named 
manager of Vista Hill Sanitarium, 
Chula Vista, Calif. Mr. Dixon has 
had 15 years of experience in ac- 
counting, auditing, office manage- 
ment and hospital administration. 


Dr. MILTON E. GOLDSTONE has 
been appointed assistant adminis- 
trator of the Hospital for Joint 
Diseases, New York City. 


MT 


GEoRGE A. Hay, administrator 
of the Hospital of the Woman’s 
Medical College of Pennsylvania, 
Philadelphia, has been appointed 
to the Healing Arts Advisory Com- 
mittee of the State of Pennsylvania 





Department of Public Assistance. 
He replaces Masor RoGer A. 
GREENE, who resigned recently be- 
cause of poor health. 





Dr. MAXIM POLLAK was honored 
on December 3 at the dedication of 
Pollak Hospital, the tuberculosis 

unit of the Pe- 
oria (Ill.) State 
Hospital. 

At the present 
time. Dr. Pollak 
is section chief 
of the tubercu- 

losis division of 

the Veterans 
Administration 
Hospital, Dow- 
ney, Ill. He for- 
merly served as 
superintendent of Peoria Municipal 
Tuberculosis Sanitarium. 

Dr. Pollak is a fellow of the 
American College of Physicians, 
the American College of Hospital 
Administrators and the American 
College of Chest Physicians. 





Mrs. E. HENDERSON has become 
superintendent of the Medical Arts 
Hospital in San Antonio. She re- 
places Mrs. Mary JASTROW, R.N., 
who retired last September. 





Louis P. FUNK has been named 
assistant administrator and busi- 
ness manager of the Santa Cruz 
(Calif.) County Hospital. 

Prior to this appointment, Mr. 
Funk was business manager of Or- 
ange (Calif.) County Hospital. 


Cuevenevsvenensueneneyeoeseneaevevanenneinennenennee 


RICHARD E. SCHMIDT, architect, 
was honored recently on the occa- 
sion of his 85th birthday. He.is a 
member of the firm, Schmidt, Gar- 
den & Erikson, and a life member 
of the American Hospital Associa- 
tion. 





Dr. HERMAN J. BEARZY was to 
have become director of the De- 
partment of Physical Medicine and 
Rehabilitation at Miami Valley 
Hospital, Dayton, Ohio, on Janu- 
ary 1. 





Dr. Don E, No.Lan, chief of pro- 
fessional services at the Veterans 
Administration Center, Dayton, 
Ohio, has become manager of the 
Veterans Administration Hospital, 
now under construction at Seattle, 
Wash. The hospital is scheduled to 
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A FINANCIAL CAMPAIGN 


must recognize “time and tide’’:—time for action in a justified appeal and the 
tide of favorable economic conditions. Right now probably is a good time for 
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receive its first patients in April 
1951. 





ALBERTENA SIX, R.N., has become 
superintendent of the Henry Clay 
Frick Memorial Hospital, Mount 
Pleasant, Pa. 

Previously, Miss Six was the ad- 
ministrator of the Retreat for the 


Sick, Richmond. Prior to that, she © 


served as administrator of Lewis- 
town (Pa.) Hospital for 14 years. 





Dr. DANIEL J. REDNOR has suc- 
ceeded Mary CLARK as superin- 
tendent of Eagleville (Pa.) Sana- 
torium. Formerly, Dr. Rednor was 
medical superintendent of the De- 
borah Jewish Tuberculosis Society, 
Browns Mills, N.J. He has also 
served as associate medical direc- 
tor of Michigan State Sanatorium 
for Tuberculosis, Howell. 





EDITH IRWIN, R.N., administrator 
of Westmoreland Hospital, Greens- 
burg, Pa., for the past 25 years, 
was to have resigned on January 1. 


Miss Irwin, a former president ’ 


of the Pittsburgh Hospital Confer- 
ence and first vice president of the 
Pennsylvania Hospital Association, 
served as superintendent of Colum- 
bia Hospital, Pittsburgh, for three 
years. She is a fellow of the Amer- 
ican College of Hospital Adminis- 
trators. 





Deaths 





Dr. BENJAMIN GRUSKIN, a leader 
in experimental medicine, died in 
Durham, N. C., on December 5. 
For the past 15 years, Dr. Gruskin 
headed the department of path- 
ology and was director of cancer 
research at Temple University 
Medical School, Philadelphia. He 
is credited with discovering the 
therapeutic value of chlorophyll, 
blood and skin tests for cancer and 
a test for inactive tuberculosis. 





Dr. LEwIs A. CONNER, who was 
one of the original incorporators 
of the American Heart Association, 
died on December 4 in New York 








City. Dr. Conner was the founder 
or the American Heart Journal, 
which he edited from 1925 to 1938. 





FREDERICK T. MuNcIE, C.P.A., 
past president of the American As- 
sociation of Hospital Accountants 
and program officer for the Illinois 
chapter, died in Chicago on Decem- 
ber 4. 

Mr. Muncie previously had been 
comptroller of St. Luke’s Hospital, 
Chicago. 





Dr. ERNEST SIDNEY MARIETTE, 
former superintendent and medical 
director of the Glen Lakes Sana- 
torium, Oak Terrace, Minn., died 
recently. 

He had served as superintendent 
and medical director of that insti- 
tution from 1916 to 1947. Dr. Mari- 
ette was a life member of the 
American Hospital Association and 
a Fellow of the American College 
of Hospital Administrators. He was 
past president of the Minnesota 
Hospital Association and past treas- 
urer of the Minnesota Hospital 
Council. 











els a specialty. 


Everest & Jennings Folding 
WHEEL CHAIRS 
require LESS hospital space 


Compare the space for two, non-folding chairs with that 
required for five folding Everest & Jennings Wheel Chairs. 
With hospital space requirements at an all time high, isn't 
it logical to specify Everest & Jennings Folding Wheel Chairs 
for hospitals, sanitariums and rest homes. Hospital superin- 
tendents are cordialiy invited to write for a catalog and 
full particulars about the complete line of Everest & Jennings 
Wheel Chairs, parts and accessories. Custom designed mod- 


ALL WELDED JOINTS—NO RIVETS 












Sold through 
Hospital 

Supply 
Dealers 


GENNETT'S NEW BUECHAL RN 
HYPODERMIC NEEDLE CLEANER 


(Patent Pending) 






CLEANS 500 TO 700 PER HOUR 


Simple, Fast, Thorough, Inexpensive 


List Price 
\ 


| $125 


.& FOB Factory 





lightest Width, open, 
and Strongest 24 inches 
Chromium Folds to 
Plated 10 inches 





TRAVELER 
MODEL 


UNIVERSAL 
MODEL 


Consult your favorite dealer or write for catalog 
of special and custom made models and equipment 


EVEREST & JENNINGS bept.s7 


761 NORTH HIGHLAND AVENUE LOS ANGELES 38, CALIF. - 



























Actual hospital use has proved this Gennett, low-cost hypodermic 
needle cleaner a tremendous advancement. Assures absolutely 
clean, sterile, dry needles with less labor. Simple, economical 
operation. Hands do not touch solutions. 

Compact, convenient design. Stainless steel base and waste 
containers. Polished cast aluminum jar caps. Chrome plated solid 
brass tubing and valves. Hub brush. 110 volt, 60 cycle AC motor. 


Write today for detailed data and demonstration 


GENNETT & SONS, INC. 


Factory: RICHMOND, INDIANA 
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Keeping and using records for 


accurate food cost control 


LOUIS BLOCK, Dr.P.H. 


OOD SERVICE IN the _ hospital 

must be a pleasing service. The 
food department must please the 
patients by serving attractive, pal- 
atable meals that they will enjoy; 
it must please the physicians by 
serving nutritious, wholesome 
meals that will assist them in get- 
ting the patients well, and it must 
please the administrator by serving 
the best meals as economically and 
as efficiently as possible. This is the 
job of the dietary service in the 
hospital. 

The hospital dietary service is 
important. From the financial point 
of view alone, this department is 
responsible for 20 to 25 per cent 
of the hospital’s total expenditures 
for patient care. Unless this de- 
partment is efficiently and effec- 
tively operated, it will contribute 
to the hospital only negatively—in 
increased costs and poor public re- 
lations. 


ROLE OF DIETARY CONSULTANT 


The role of the dietary consultant 
is varied. Her work requires many 
skills and knowledges to cover all 
aspects of planning, equipping, 
utilizing and operating this service. 
In order for the dietary consultant 
to render the best possible service 
where it is needed most, it is first 
necessary to determine where the 
greatest need lies. 

Statistics show that there is a 
shortage of trained dietary person- 
nel qualified to administer and to 
offer consulting services. This 
shortage in itself demands the con- 





Mr. Block is program coordinator of the 
Division of Medical and Hospital Re- 
sources, Public Health Service, Washing- 
ton, D. C. Adapted from a paper pre- 
Sented at the Association’s Institute on 
Hospital and_ Institution Food Services, 
Washington, October 1950. 


JANUARY 1951, VOL. 25 


centrated efforts of the existing 
trained, qualified personnel in the 
areas where they will do the most 
good. 

A recent study of availability and 
employment of qualified, trained 
dietitians shows that three out of 
five hospitals do not have such 
a person in charge of their food 
service; in hospitals of less than 
100 beds the ratio is four out of 
five, and in hospitals of less than 
50 beds the ratio is 12 out of 13. 
These figures indicate that there is 
a greater dearth of trained per- 
sonnel in the smaller institutions 
than there is in the larger. 


NEED OF SMALLER HOSPITAL 


The smaller hospital may not be 
able to afford such services on a 
fulltime basis. The need for good 
and effective dietary service, how- 
ever, exists in all hospitals re- 
gardless of size. Because the need 
is less satisfied in the smaller hos- 
pitals, emphasis herein has been 
placed on this group. 

The maintenance of records re- 
lating to food cost control is useful 
only when those records provide 
information for the administration 
of effective dietary service. These 
data are important in that they 
present information relating to cer- 
tain controllable factors that have 
been found to affect the cost of 
rations. Cost control should provide 
information on uneconomical pur- 
chasing, uncontrolled methods of 
receiving, storing and issuing of 
food and extravagance in the use 
of expensive food items. This is the 
kind of information that cost con- 
trol procedures should provide for 
the administration. Since these fac- 
tors are controllable, they require 


constant attention on the part of 
the department head and the ad- 
ministrator of the institution. 

The small hospital that cannot 
afford a trained dietitian needs to 
know how to set up a simple 
system of food control—a system 
through which the consulting dieti- 
tian can indicate to the administra- 
tion those steps necessary to bring 
about a more efficient utilization of 
personnel, services and supplies. 

To establish any satisfactory sys- 
tem of control the dietary consult- 
ant requires preliminary informa- 
tion on purchasing, receiving, issu- 
ing and inventory. 

In order adequately to establish 
and maintain records that will pro- 
duce the financial and accounting 
information necessary and at the 
same time control the cost of food 
services, it is recommended that 
the hospital itself install a uniform 
accounting system. Such a system 
is recommended by the American 
Hospital Association in its “Hand- 
book on Accounting, Statistics and 
Business Office Procedures for Hos- 
pitals.’’ 

With the establishment of this 
uniform accounting system, it be- 
comes relatively simple for the 
smallest hospital to set up the sub- 
sidiary accounts necessary to re- 
cord the expenses of the dietary 
department. The extent of the sub- 
sidiary accounts should be deter- 
mined by the usefulness of the data 
to the administration and to the 
consultant. This handbook, in ad- 
dition to setting up the major and 
subsidiary accounts for the dietary 
department, also presents the rec- 
ommended types of statistics to be 
maintained for this department. 
These statistics are of great value 
to the administration and the diet- 
ary consultant in the interpretation 
of costs as they relate to services 
rendered. 


SYSTEM OF CONTROL 


After the type of financial ac- 
counts and statistics to be main- 
tained in the dietary department 
have been determined, the estab- 
lishment of the system of control 
is the next step. Despite the fact 
that the most simple form of food 
cost control is the ultimate goal, 
certain procedures must be carried 
out and certain records maintained. 
Some of the records that must be 
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meal distribution, costs, patients, 
employees and others. 


In addition to this information, 
other records useful to the consult- 
ant dietitian are obtained in this 
manner: 

|. Each food item should be pur- 
chased according to a standard 
specification that meets the exact 
requirements of the institution. 

2. Each purchase of staples and 
perishable foods must be accu- 
rately recorded. 

3. Checks on quality and quan- 
tity must be made daily on receipt. 


kept because they are administra- 
tively useful are: 

1. Raw food volume and costs. 

2. Personnel requirements and 
costs necessary for food prepara- 
tion and service. 

3. Amount and cost of fuel and 
supplies necessary for food prepa- 
ration and service. 

4. Number of meals served by 
category of person served. 

Once these figures are obtained, 
the administrator has the basis for 
determining: (a) Cost per meal— 
raw food and served meal; and (b) 
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FOUR RECORD forms from "Food Cost Accounting" manual, published by the Association. 
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4. Accurate and responsible con- 
trol over receipt, storage and is- 
suance of food must be maintained. 

5. Records of unit cost and total 
cost of all items delivered to the 
kitchen and storeroom must be 
kept. 

6. Summaries should be made of 
daily cost of food used in the prep- 
aration of meals. 

7. Accurate separate records 
should be kept of meals served to 
inpatients and outpatients, em- 
ployees and guests. 

8. Salaries and other expenses of 
the dietary department should be 
charged on a realistic basis. 

9. Purchases of food must be 
made on a competitive price basis. 


FOOD COST MANUAL 

For those dietary departments 
that have sufficient clerical help to 
maintain these records, the Amer- 
ican Hospital Association has pub- 
lished a reference manual, “Food 
Cost Accounting.” This manual ex- 
plains the nature and use of forms 
or schedules for the collection of 
necessary data as follows: 

Daily Receiving Sheet (Schedule 
A)—showing quantity, unit size, 
description of item, name of ven- 
dor, quantity verified by, unit 
price, total cost and distribution of 
item to kitchen or storeroom. 

Requisition or Storeroom Checkout 
Sheet (Schedule B)—showing 
quantity, unit size, description of 
item, unit price, total cost and per- 
son checking out food. 

Food Purchases, Issues and Credits 
(Schedule C)—showing day by day 
the cost of food going direct to 
kitchen, to storeroom, the total 
purchases, issues from storeroom, 
credits, net daily food cost and 
cumulative food cost to date. 

Monthly Census (Schedule D)— 
showing day by day the number of 
meals served by routine and spe- 
cial diets and meals served per- 
sonnel. 

Daily Food Cost Record (Schedule 
E)—showing day by day for a per- 
iod of one month the cost of food 
by kind, issue from storeroom, to- 
tal food costs today and to date, 
total meals served today and to 
date, cost per meal today and 
to date and budgeted food cost to 
date. 

Monthly Summary of Costs (Sched- 
ule F)—showing for each month 


HOSPITALS 











































JAN 


Illustrated Bedside tray, 
water bottle, tumbler. 


Illustrated — Plate cover, 
tea pot, creamer, sugar bowl, 
serving tray. 


There is so much to be said for stainless steel Polar 
Ware tray sets that it is difficult to determine which 
advantages are the most important. Consider that 
under ordinary usage you can't break these good- 
looking modern pieces— nor dent or stain them. 
They hold their “like new” appearance for years — 
and their cheerful, gleaming aseptic surface makes 
patients feel pampered and well-cared for. Washing 
is easy, sterility assured for all Polar Ware service 
items are deep drawn — completely free from cracks 
or fissures that might harbor bacteria. 


For these good reasons and many more, ‘hospitals 
everywhere are replacing worn out utensils with 
Polar Ware . . . for they recognize that by any yard- 
stick for measuring results received from dollars 
invested, Polar Ware tray sets can't fail to show the 
lowest final cest. That’s why leading hospital supply 
houses from coast to coast carry this time-proved, 
_ time-tested line that backs up their good reputation. 
~ Ask the men who call on you for full information. 
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and for that year the amount and 
percentage expended for major 
food categories, supplies, pay roll 
and indirect costs. 

If a hospital is interested only in 
obtaining the unit cost per meal, 
the forms illustrated are unneces- 
sary as such unit costs can readily 
be ascertained by dividing the to- 
tal expenses of the dietary depart- 
ment, including food, payroll, sup- 
plies, fuel and heat (as recorded in 
the general ledger) by the total 
number of meals served. 

The forms and procedures illus- 
trated, however, are intended to 
provide control measures for 
those controllable factors hereto- 
fore mentioned. To illustrate: The 
daily receiving sheet, Schedule A, 
provides not only a ready record of 
daily purchases but also a means 
of verifying food prices. It can 

serve also in controlling future or- 
ders if an analysis of the purchases 
reveals that certain foods show a 





The Dietetics Administration de- 
partment is edited by Margaret Gil- 
lam, dietetics specialist. 





greater price increase than others. 
In this event it is necessary to de- 
termine what food at lower prices 
can be substituted that will be 
equally as nutritious and pala- 
table. 

The requisition form, Schedule 
B, provides a basis for verifying 
food quantities requisitioned from 
the storereoom and for holding the 
person checking out the food ac- 
countable for shortages. An anal- 
,ysis of the form from day to day 
may reveal petty thievery or pil- 
ferage of food. By subtracting the 
cost of food requisitioned for a 
given period from the cost of food 
purchased, it is possible to verify 
the physical inventory of food 


that is on hand in the storeroom. 
The third form, Schedule C, can 
be used to control, to a degree, the 
daily fluctuations in food costs. By 
analyzation of the costs over a per- 
iod of time and comparing them 
with a like period of the previous 
year, the reasons for wide varia- 
tions can be explored further to 
determine whether or not price 
alone is the justifying factor. 

The monthly census_ report, 
Schedule D, will be found useful 
not only for verifying the accuracy 
of the meal count in relation to the 
patient census, but also by anal- 
yzation of the report, it is possible 
to determine unusual or extraor- 
dinary variations in number of 
meals served to personnel and pa- 
tients. Also, by comparison of the 
report with reports of other 
months, any apparent errors may 
be detected by relating the num- 
ber of meals served in the two 
periods to the number of patients 
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SUCH DAILY AND MONTHLY records present information relating to certain controllable factors found to affect the cost of rations. 
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STERLING DISHWASHERS 


Handle your peak-loads at peak-efficiency ... with eS |— 
Toledo-Sterling Dishwashers! Engineered to save 
valuable time with utmost convenience and econ- 
omy! Your choice—wide range of models for your 
needs today... 700 to 11,400 dishes per hour... 
straight through or corner operation... manual or 
automatic conveyor. Many exclusive features! Zip- 
Lok makes it easy to remove spray tubes for clean- 
ing, without use of tools. Easy to clean tank... 
anti-siphon filling device . . . water level indicators. 
Proven performance! 
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WEIGH IN. Toledo Receiv- 
ing Scales ideal for weigh- 


} : ing-in all produce and meats 
i ... Portable Scale Model 
T Oo Lf 1800. 
_ 










WEIGH OUT. Toledo Speed- 
weigh over-and-under scales 
provide speedy, accurate 
weighing of portions. 
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in the hespital and the number of 
employees. 

The daily food cost record, 
Schedule E, should be carefully 
scrutinized to determine whether 
or not excessive quantities of food 
have been requisitioned in relation 
to the patient census; whether ex- 
pensive and inexpensive foods 
have been balanced on daily 
menus; whether there has been a 
variation in the number of mod- 
ified diet orders and nourishment 
orders; and whether serving costs 
exceed the estimates based on costs 
of food for each serving estimated 
on the basis of yield and daily 
menu. 


In Schedule F, monthly sum- 
mary of costs, there are presented 
comparative summaries of costs for 
each month of the year, including 
an itemization of food costs classi- 
fied as shown in the “Handbook on 
Accounting, Statistics and Busi- 
ness Office Procedures for Hospi- 
tals.” There are also shown com- 
parative summaries of indirect 
costs of supplies and payroll. 


FOOD COST ANALYSES 


Further analyses of food costs 
may be made by analyzing the cost 
per serving for meals served to 
each class of inpatient and to em- 
ployees. To accomplish this with 
some degree of accuracy, it is nec- 
essary that cost tests of complete 
servings be made. This should be 
done for servings to each class of 
inpatients so that the relationship 
of the meals served in the various 
divisions of the hospital to the to- 
tal number of meals served may be 
determined. It also provides a basis 
for comparing the cost of the pri- 
vate patient’s meal with the cost 
per meal in other divisions. Such 
data are essential in judging the 
efficiency of the dietary depart- 
ment. 

There are few circumstances 
where less information than that 
shown in this presentation will be 
required. On the other hand, there 
may be many circumstances re- 
quiring even more details than rec- 
ommended by the handbook, ‘Food 
Cost Accounting.” It will be up to 
the dietary consultants to deter- 
mine in each instance the extent of 
the records needed for control pur- 
poses. 
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STARS FOR LOW BACTERIA COUNT 





Scientific testing of dishwashing 


EUGENE F. J. KUHN 


T IS NOT ENOUGH to know that 
I one’s hospital or institution has 
excellent dishwashing machines, an 
efficient compound and plenty of hot 
water available to do an effective 
job of dishwashing. What is the at- 
titude of the operator and his re- 
sponsibility to the hospital as he 
stands in the hot, steam-filled area 
trying to do a good job? What 
measure of efficiency is used to 
support his efforts or to check on 
his results? 

Although our dishes looked clean 
and we thought that we were doing 
a good job, we wanted the oper- 
ators to know either that they were 
performing satisfactorily or that 
what they were doing could be im- 
proved upon. 

Therefore, sometime during each 
month, a laboratory technician 
wends his way to the kitchens 
throughout the hospital buildings. 
As he stands at the rinse end of 
the dishwashing machines, where 
the clean dishes emerge from the 
conveyors, he collects in a sterile 
test tube a sample of the water re- 
maining on a fork, or in a glass, 
or on a plate. 

Returning to his laboratory, he 
makes cultures of these samples. 
Forty-eight hours later a count of 
the bacteria found on the various 
pieces of china or silverware from 
each machine is typed on a 6 x 8- 
inch sheet of paper and sent to the 
dietary department for notice on 
the bulletin boards in the depart- 
ments where the machines are. 

In the business manager’s office, 
and also in the dietitians’ office, a 
simple master chart is kept show- 
ing the results from each labora- 
tory check-up. A red dot and line 





Mr. Kuhn is business manager of Tuber- 
culosis Sanatorium No. 2, Pennsylvania 
Department of Health, Cresson. The pro- 
pe described here was his entry in 
the Association’s 1950 T-P-R contest and 
was selected as one of the finalists. 


are used to indicate the results of 


the main kitchen and cafeteria, a 
blue line for the staff kitchen, a 
green line for the Children’s Hos- 
pital kitchen and a yellow line for 
the employees’ dining room. It was 
quite a satisfaction, following the 
monthly test checks, to watch the 
colored lines make a gradual down- 
ward journey toward the goal of 
accomplishment—a maximum bac- 
teria count of 100. 

Stars for merit: When an operator 
has a count of 100 or less, a star is 
shown in front of his machine on 
the comparison of results chart, 
which is displayed on the bulletin 
board. He is pleased, of course, just 
as for any compliment or pat on 
the back. 

What is more, we are making 
him more conscious of his responsi- 
bility. He has a measure to check 
his efforts. If the colored line for 
his machine has taken a surge up- 
ward to higher bacteria counts, we 
try to learn the cause of the sub- 
standard results—whether the tem- 
perature of water is at fault or 
whether the operator is careless in 
his handling of the dishes in his 
machine. Furthermore, the opera- 
tor knows a worker of science is 
trying to help him, as well as check 
on his work. Unless he is a misfit, 
he naturally wants to do a good 
job. 

The over-all result of these peri- 
odical tests has been more sanitary 
dishes. It was thought that we had 
been doing a satisfactory job of 
dishwashing, but when the first 
tests showed high bacteria counts, 
we knew we should be doing a 
better job. As supervision, sugges- 
tions and manual operations were 
improved and that little imp of 
psychology went to work, gradu- 
ally but surely the dots and lines 
crept downward toward the goal of 
100 bacteria count efficiency. 
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SALTINE CRACKERS 


“More people buy NABISCOQ’S Saltines than any other cracker’ 


CUT FOOD COST... 
BY CUTTING WASTE! 


You get a real bonus in the new cello- 
phane-wrapped PREMIUM Saltine 
Crackers! There is no waste caused by 
sogginess or staleness .. . no waste of 
“bottom-of-the-box” pieces and crumbs 
...7o waste of time in handling unused 
crackers and trying to keep them fresh. 
Every PREMIUM Saltine packet you 


buy earns a profit! 


BUILD PROFITS... 
BY SERVING QUALITY! 


Your patrons know that PREMIUM 
Saltine Crackers in cellophane packets 
are always fresh, crisp and whole. They 
like the clean eye appeal of the package. 
And they'll enjoy having salty, flaky 
PREMIUM Saltine Crackers with soup 
and other dishes—or as a substitute for 
bread and rolls—even though it’s a 
money-saver for you! 


*SNOWFLAKE Saltine Crackers in the Pacific States 





SEND FOR THIS FREE BOOKLET 
packed with ideas on how to increase sales 
and cut food cost with NABISCO -prod- 
ucts, including: PREMIUM Saltine 
Crackers * TRISCUIT Wafers * DANDY 
OYSTER Crackers * RITZ Crackers ¢ 
OREO Creme Sandwich. 


A PRODUCT OF 
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NABISCO 


National Biscuit Co., Dept. 26, 449 W. 14 St., New York 14, N. Y. 
Please send your booklet ‘‘Around the clock with NABISCO.” 


Name Title. 





Organization 





Address. 





State. 





City. 


NATIONAL BISCUIT COMPANY 














COUN TELAT TAA EAA EEA 


DIETETICS ADMINISTRATION — 


Revised beef grades 


ACCORDING TO the Production and 
Marketing Administration of the 
U. S. Department of Agriculture, 
federal grade standards for steer, 
heifer and cow carcasses have been 
revised in line with a USDA pro- 
posal made on May 12, 1950. This 
revision became effective Decem- 
ber 29. 

The change includes combining 
the present prime and choice beef 
grades under the name prime; re- 
naming the present good grade as 
choice; and setting up a new grade 
to be called good, which consists of 
beef from the higher quality young 
cattle now graded commercial. 

The Department of Agriculture 
states that the revision of stand- 
ards makes the grades more useful 
in reflecting beef production prac- 
tices and consumer preferences. By 
the combination of ‘prime and 
choice grades, the grade name 
prime becomes a more important 
factor in most grading, as less than 
% of 1 per cent of our total beef 
production qualified for the former 
prime grade. With the new grad- 
ing, about 10 per cent of produc- 
tion will be graded into prime. 

This shift in beef grade names 
should have no effect on price, the 
U. S. Department of Agriculture 
emphasized. Beef prices are deter- 
mined by relative demand for dif- 
ferent kinds of beef rather than by 
grade designations. To assure that 
the price quoted on their proposed 
purchase is in line, buyers should 
ask what grade it compares with in 
the previous standards. 

Beef grades now -include: 

Prime—(A combination of former 
prime and choice grades.) This 
grade provides an excellent qual- 
ity beef with a wide selection of 
cuts suitable for broiling and roast- 
ing. 

Choice—(Formerly good grade.) 
This grade consists of high quality 
beef, which usually is leaner than 
prime. Cuts are juicy and tender, 
with a desirable flavor, and many 
may be broiled or roasted. 
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Good—(Beef from the higher 
quality young animals formerly 
graded commercial.) Beef of this 
grade is relatively tender and has 
a high ratio of lean to fat, provid- 


.ing consumers with economical 


meat dishes. 

Commercial—(The remainder of 
the former commercial grade.) The 
bulk of this beef comes from ma- 
ture animals and has a more pro- 
nounced beef flavor than beef of 
the good grade. Cuts require dif- 
ferent methods of cooking because 
of less natural tenderness. This 
grade provides many economical 
meat dishes. 

These grade revisions affect only 
prime, choice, good and commercial 
carcass beef grades. Standards for 
utility, cutter and canner grades 
remain unchanged. 

Steps are being taken to bring 
the grade standards for slaughter 
cattle in line with the revised 
grades for beef. Another proposal 
will soon be made to effect similar 
changes in the standards for grades 
of veal and calf carcasses. 

To minimize confusion in the 
changeover to these new grades, 
those financially interested in beef 
graded prior to December 29 may 
request to have the beef re-rolled 
with the new grade designation 
without charge. Any retailer, 
wholesaler, packer, or other meat 
handler may request this service. 


Bread staling 


Inquiries on the effectiveness of 
atomic energy in eliminating bread 
staling have brought from the 
American Institute of Baking in- 
formation on the exact nature of 
experiments along this line. 

It has been found that bom- 
bardment with 800,000-volt elec- 
tron (cathode rays) kills molds 
and other organisms that are re- 
sponsible for food spoilage. It also 
destroys enzyme systems that are 
capable of producing’ changes in 
foods that reduce palatability and 
ultimately make the foods unfit to 
eat. This was applied to small sec- 
tions of bread to determine wheth- 





er the molds and other spoilage 
organisms that are sometimes en- 
countered in bread might be con- 
trolled through the use of cathode 
rays. Bread so treated, packaged 
in a flexible wrapping material, 
remained mold-free for periods of 
months at room temperatures. In 
other words, it did not spoil. 

The changes in bread, however, 
that are recognized by the house- 
wife as staling are not caused by 
micro-organisms and are, there- 
fore, unaffected by the treatment. 

Two methods: At present there 
appear to be only two means of 
altering the rate at which bread 
stales, and both of these methods 
depend upon the temperature of 
storage. One method of retarding 
staling is to store the bread at 
elevated temperatures; but since 
the growth of micro-organisms is 
favored by elevated temperatures, 
this method is not considered feas- 
ible. It will be found, however, 
that storage at the usual room 
temperatures will provide bread- 
stuffs that remain palatable for 
longer periods of time than storage 
at ordinary refrigerator tempera- 
tures. Usual room temperatures 
are not sufficiently high to ercour- 
age the growth of micro-organisms 
that will cause the bread to spoil 
before it has staled. 

The second method of retarding 
bread staling depends upon the 
freezing of bread. At below freez- 
ing temperatures, bread will re- 
main fresh for long periods of 
time.—M. G. 


Master Menus 
for February 


THE FEBRUARY series of the 
American Hospital Association’s 
Master Menu is printed on the fol- 
lowing pages. The boldface type 
indicates the general diet. The sev- 
en special diets are in lightface 
type. 

These menus reduce to a min- 
imum the number of diets, simplify 
planning, decrease costs and con- 
serve food preparation time. 

To use these menus, (1) read 
the selections for the general and 
special diets, (2) type the day-by- 
day menu suggestions on transfer 
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ae Di il fg PETTIJOHNS 


eeethe hot, flaked whole wheat cereal 


containing natural bran 





When safe, gentle bulk is a necessary part of 
special diets, remember to include Pettijohns. 

Pettijohns is one of the most important single 
foods in soft-bulk diets. For here is warm, moist 


bran in its natural form . .. blended into a nutri- 
tious whole wheat cereal that contains whole 
grain food values of protein, minerals and B 
vitamins. A single serving (1 ounce, dry weight 
of Pettijohns, with sugar and four ounces of 
milk) makes the following contribution to the 
minimum daily adult requirements: 





Soft-Bulk Diets 
Need VARIETY, too! 


Try these delicious 
Pettijohns Cookies 
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WHaMIN: . « « « « « 16206 
Riboflavin . . . . . « 11.60% 
WON 2 6 se a ss « OR 
Calcium . <> aay ee Se 
Phosphorus. . . . . . 28.00% 


You'll find Pettijohns is a favorite with your 
patients. Even the most listless — re- 
spond to its tempting nut-sweet 
flaky, whole-grain texture. 

Cooks to perfection in less than five minutes 
... costs less than a cent a serving. Serve 


avor and 


Pettijohns regularly —ideal for soft-bulk diets. 


PETTIJO 
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ift together fi r th, about 1 minute. : , about 
1. = molasses. Beat at a = —_ » low speed only until blended 
whea 


PETTIJOH 


HNS COOKIES 


from a 
Xaso"F,) 12 to 16 minutes. 





Cookies 
100 two-inch cookies 
Total Weight of Dough: 5 Ib. 12 os. 














8 * <2 1% teaspoons 

van . + « 2 teaspoons 

.e . e « «2 teaspoons 

sa . « « 1 tablespoon 12 oz. 

wearers « Sees |” 
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our, soda, salt and spices into mixer bowl. Add shortening, sugar, eggs 
’ ’ 


ite oven 
teaspoon onto greased baking sheet and bake in @ modera‘ 
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slips, spaced and num- 
bered to correspond 
with the Master Menu 
wall charts, and (3) at- 
tach the completed slips 
to the charts. 

Additional blocks of 
perforated transfer slips 
and Master Menu kits 
may be purchased from 
the Association, 18 E. 
Division Street, Chi- 
cago 10. 


February 1 


. Grapefruit Juice 

. Grapefruit Juice 

. Granular Wheat Cereal or 
Corn Flakes 

. Scrambled Egg 

. Crisp Bacon 

. Scotch Scones 


Qos one 





7. Clear Broth 

8. Toasted Crusts 

9. Baked Smoked Ham 

0. Roast Leg of Lamb 

1. Orange Sweet Potatoes 

2. Mashed Potatoes 

3. Fresh Spinach 

4. Quartered Carrots 

5. Cabbage and Raisin Salad 


17. Baked Custard 

18. Baked Custard 

19. Fruit Ice 

20. Unsweetened Pineapple 
21. Pineapple Juice 


22. Tomato Juice 


24. Braised Beef Cubes and 
Noodles 

25. Broiled Beef Pattie 

26. Broiled Beef Pattie 

27. Noodles 

28. Baked Squash Squares 

29. Sliced Head Lettuce Salad 

30. Russian Dressing 

31. Canned Bing Cherries 

32. Canned Bing Cherries 

33. Baked Custard 

34. Unsweetened Bing 
Cherries 

35. Consomme 

36. Butterscotch Pecan Rolls 


February 2 

. Orange Halves 

. Blended Juice 

. Puffed Wheat or Oatmeal 
. Soft Cooked Ege 

Crisp Bacon 

Toast 


Hot Vegetable Broth 
. Crisp Crackers 
. Salmon Loaf—Parsley 
Cream Sauce 
10. Broiled Cod Steak 
11. Duchess Potatoes 
12. Parslied Potato Balls 
13. Sliced Beets 
14. Green Beans 
15. Pineapple and Stuffed 
Prune Salad 
16. Maraschino French 
Dressing 
17. Graham Cracker Cream 


CO!) AQopmonwre 


Pie 
18. Cherry Gelatin, Whipped 
Cream 
19. Cherry Gelatin 
20. Pink Grapefruit Sections 
21. Apple Juice 


22. Black Bean Soup, Lemon 
Slice 

23. Saltines 

24. Cheese Puffs—Currant 
Jelly 

25. Cheese Omelet 

26. Puffy Omelet—Cottage 
Cheese on Lettuce 

27. Baked Potatoes 

28. Green Peas 

29. Winter Vegetable Salad 
Bowl 

30. French Dressing 

31. Fruited Gelatin, Whipped 
Topping 

32. Canned Peaches 

33. Cream Pudding 
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34. Unsweetened Peaches 
35. Tomato Juice 
36. Oatmeal Rolls 


February 3 


. Tangerine 

. Orange Juice 

. Farina or Shredded Wheat 
. Baked Ege 

Link Sausage 

Raisin Bread Toast 


Som whore 


7. Beef Bouillon 
8. Melba Toast 
9. Pot Roast of Beef 
10. Pot Roast of Beef 
11. Franconia Potatoes 
12. Steamed Potatoes 
13. Mashed Rutabagas 
14. New Beet Greens 
15. Head Lettuce Salad 
16. Russian Dressing 
17. Rice Pudding, Strawberry 
Hard Sauce 
18. Baked Rice Custard 
19. Raspberry Rennet-Custard 
20. Unsweetened Boysen- 
berries 
21. Mixed Fruit Juice 


22. Cream of Tomato Soup 

23. Toasted Bread Sticks 

24. Spinach Souffle—Crisp 
Bacon 

25. Spinach Souffle—Crisp 
Bacon 

26. Cold Roast Lamb 

27. Paprika Potato Balls 

28. Sliced Carrots 

29. Chicory and Sliced Egg 
Salad 

30. Parisian Dressing 

31. Baked Apple 

32. Applesauce 

33. Baked Custard 

34. Fresh Pear 

35. Pineapple Juice 

36. Blueberry Cornbread 


February 4 
1 


. Half Grapefruit 

. Apple Juice with Lemon 

. Corn Flakes or Rolled 
Wheat 

Poached Egg 

. Crisp Bacon 

Toast 


Doi con 


. Consomme 

. Crisp Crackers 

. Baked Stuffed Half Broiler 
—Cranberry Sauce 

. Roast Chicken 

. Mashed Potatoes 

. Parslied Potato Balls 

. Asparagus Tips 

Mashed Squash 

Golden Glow Salad 

. Cream Mayonnaise 

Hazelnut Ice Cream 

Cranberry Ice 

. Cranberry Ice 

. Unsweetened Pineapple 
Tidbits 

. Apricot Nectar 
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22. Cream of Spinach Soup 

. Croutons 

24. Banana, Orange, Straw- 
berry Salad—Grilled 
Nippy Cheese on Split 
Biscuits 

25. Scrambled Egg—Chicken 
Livers—Asparagus Tips 

26. Scrambled Egg—Chicken 
Livers—Fresh Spinach 

27. Noodles 


tb 
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29. Celery Hearts 


31. Chocolate Cream Pie 

32. Orange Sections and 
Banana 

33. Chocolate Pudding 

34. Orange and Strawberry 
Cup 

35. Tomato Juice 

36. ———— 


February 5 


. Delicious Apple 

. Blended Juice 

Hominy or Wheat and 
Barley Kernels 

Soft Cooked Ege 

. Grilled Ham 

Cinnamon Breakfast 
Muffins 


Qos wne 


. Grapefruit Juice 


oo-1 


. Country Style Steak with 
Cream Gravy 


10. Broiled Steak 

11. Baked Potatoes 

12. Baked Potato 

13. Sliced Carrots 

14. Julienne Green Beans 

15. Shredded Cabbage and 
Green Pepper Salad 

16. Olive French Dressing 

17. Orange Chiffon Cake, 
Orange Icing 

18. Orange Chiffon Cake 

19. Strawberry Gelatin 

20. Unsweetened Fruit 
Cocktail 

21. Cream of Asparagus Soup 


22. Cream of Chicken Soup 

23. Saltines 

24. Baked Stuffed Pepper with 
Spaghetti and Tomato, 
Parsley Cream Sauce— 
Potato Chips 

25. Spaghetti and Tomato 
Puree—Cottage Cheese 
on Lettuce 

26. Broiled Veal Chop 

27. Spaghetti 

28. Sliced New Beets 

29. Cottage Cheese on Lettuce 


31. Canned Apricots 

32. Canned Peeled Apricots 
33. Lemon Rennet-Custard 
34. Unsweetened Apricots 
35. Mixed Citrus Juice 

36. Hard Rolls 


February 6 

. Sliced Orange 

. Prune Juice with Lemon 

. Crisp Rice Cereal or Scotch 
Bran Brose 

. Poached Ege 

. Crisp Bacon 

. Toast 


aoe Cole 





7. Beef Broth 

8. Whole Wheat Crackers 

9. Smoked Tongue, Ginger- 
snap Sauce 

10. Roast Leg of Lamb 

11. Parslied Potatoes 

12. Parslied Potatoes 

13. Whole Kernel Corn 

14. Fresh Spinach 

15. Lettuce, Spinach and 
Radish Salad 

6. Vinegar-Oil Dressing 

7. Deep Dish Apple Pie 

8. Floating Island 

19. Assorted Gelatin Cubes 

20. Unsweetened Plums 

21. Pineapple Juice 

22. French Onion Soup 

23. Rye Cheese Croutons 

24. Country Fried Liver— 
Scalloped Potatoes 

25. Broiled Liver 

26. Broiled Liver 

27. Mashed Potatoes 

28. Wax Beans 

29. Tomato Salad 

30. French Dressing 

31. Floating Island 

32. Canned Fruit Cup 

33. Floating Island 

34. Unsweetened Cherries 

35. Grapefruit Juice 

36. Parkerhouse Rolls 





February 7 

Blended Juice 

Blended Juice 

Rolled Wheat or Puffed 
Rice 

Scrambled Egg 

Crisp Bacon 

Popovers 


issence of Celery Soup 
. Saltines 
. Broiled Flounder Fillets or 
Broiled Lamb Chop 
Broiled Flounder Fillets 
Mashed Potatoes 
. Mashed Potatoes 
Green Peas 
. Yellow Squash Rings 
Banana, Grapefruit and 
Cranberry Salad 
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Baked Chocolate Fudge 
Pudding 

. Chocolate Rennet-Custard 

. Chocolate Rennet-Custard 

Banana and Grapefruit 
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21. Orange Juice 
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22. Tomato Bouillon 
23. Melba Toast 





24. Egg Cutlet, Pimiento 
Cream Sauce—Potato 
Chips 

25. Minced Lamb 

26. Cold Sliced Lamb 

27. Baked Potatoes 

28. Asparagus Tips 

29. Shredded Cabbage, Diced 
Cheese, Apple Salad 

30. Clear French Dressing 

31. Rhubarb with Pineapple 
Chunks—Ice Box 
Cookies 

32. Home Style Peaches 

33. Vanilla Blanc Mange 

34. Unsweetened Canned 
Peaches 

35. Mixed Fruit Juice 

36. Raisin Bran Muffins 





February 8 

1. Half Grapefruit 

. Orange Juice 

. Bran Flakes or Farina 
. Soft Cooked Ege 

. Crisp Bacon 
Cinnamon Buns 





Beef Bouillon 
. Celery Crackers 
. Roast Leg of Veal, Savory 
Dressing 
. Roast Leg of Veal 
. Parslied Potatoes 
. Parslied Potatoes 
. Broccoli 
. Sliced Carrots 
. Orange and Stuffed Prune 
Salad 
. French Dressing 
17. Raspberry Sherbet 
18. Raspberry Sherbet 
19. Raspberry Sherbet 
20. Orange Sections 
21. Apple Juice 
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22. Vegetable Soup 

23. Crisp Crackers 

24. Esealloped Sweet Potatoes 
and Apples—Link 
Sausages 

25. Creamed Sweetbreads 

26. Broiled Beef Pattie 

27. Baked Yams 

28. Green Beans 

29. Fresh Pear and Straw- 
berry Salad 

30. French Dressing 

31. Date Torte, Whipped 
Cream 

32. Prune Whip 

33. Baked Custard 

34. Unsweetened Royal Anne 
Cherries 

35. Blended Juice 

36. Bread 


February 9 


. Banana 

Prune Juice 

Granular Wheat Cereal or 
Corn Flakes 

. Poached Ege 

Crisp Bacon 

Toast 


Ole one 


. Grapefruit Juice 


. Fried Secallops—Tartar 

Sauce 

. Broiled Halibut 

. Pimiento Potato Souffle 

. Mashed Potatoes 

. Frozen Baby Lima Beans 

. New Beets and Greens 

. Tossed Salad 

. Chef’s Dressing 

Blueberry Pie—Cheese 

. Snow Pudding, Custard 
Sauce 

. Snow Pudding 

. Unsweetened Apricots 

21. Cream of Potato Soup 
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22. Clam Bisque 

23. Oyster Crackers 

24. Baked Codfish Loaf, 
Pimiento Cream Sauce 

25. Creamed ‘Flaked Cod 

26. Broiled Cod Steak 

27. Lattice Sliced Potatoes 

28. Green Peas 

29. Tomato and Celery Salad 

30. Russian Dressing 

31. Glazed Baked Apple 

32. Applesauce 

33. Whipped Strawberry 
Gelatin 

34. Unsweetened Applesauce 

35. Orange Juice 

36. Lemon Muffins 
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Vidliul Geowe: 
e * 
What a morning! My favorite nurse bringing me my 
favorite breakfast cereal! Ummmmm... just like 
home! (Yes! And that’s why hospitals serve more 
Kellogg’s cereals than any other brand!) 
ry 
ne 
It’s so easy to please patients with Kellogg’s 7? 
Individuals. Even my fussiest patients love iy yA 
Kellogg’s freshness and flavor. Kellogg’s y 
laces are tops on the menu. Tops in flavor, too. 
And Individuals save me so much time! if i y. 
eweecensesnenses® f aN i 
Pi 
Ye % 
sad AND LOOK AT THESE SPEEDY, SANITARY, “EASY-OPENER” 
INDIVIDUALS! SO SIMPLE, EVERYBODY LIKES THEM! 
or 
is 
6 etd ° 
A * 
Kellogg’s wide assortment of flaked, shredded and 
popped cereals gives everyone a choice! And all 
Kellogg cereals either are made from the whole 
grain or are restored to whole-grain levels of 
thiamine, niacin, and iron! 
e 
9 . 
MADE BY (EB 
, THE GREATEST NAME IN CEREALS Be sure your wholesaler salesman keeps your 


Battle Creek and Omaha assortment of Kellogg’s complete at all times. 


KELLOGG’S CORN FLAKES + RICE KRISPIES + PEP e KELLOGG’S 40% BRAN FLAKES + CORN-SOYA 
KRUMBLES + KELLOGG’S SHREDDED WHEAT + KELLOGG’S RAISIN BRAN FLAKES ¢ ALL-BRAN 
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February 10 


i. 


cone 


Orange Halves 


. Grapefruit Juice 
. Wheat Flakes or Scotch 


Bran Brose 











4. Soft Cooked Egg 
5. Crisp Bacon 
6. Toast 
7. Beef Broth 
8. Saltines 
9. Stuffed Beef Heart— 
Brown Gravy 
10. Roast Top Sirloin of Beef 
11. Creamed New Potatoes 
12. Steamed Potatoes 
13. Stewed Tomatoes and 
Silver-Skin Onions 
14, Mashed Squash 
15. Peach Cup Seedless Grape 
Salad 
16. Cream Mayonnaise 
17. Chocolate Eclair 
18. Tapioca Meringue Pudding 
19. Vanilla Rennet-Custard 
20. Unsweetened Boysen- 
berries 
21. Apricot Nectar 
22. Cream of Asparagus Soup 
23. Crisp Crackers 
24. Hot Roast Pork Sandwich 
—Spiced Apricot 
25. Broiled Veal Steak 
26. Broiled Veal Steak 
27. Paprika Potato Balls 
28. Fresh Spinach with Lemon 
29. Cabbage and Green Pepper 
Salad 
30. Sour Cream Dressing 
31. Pineapple Tapioea Mer- 
ingue Pudding 
32. Sliced Bananas in Orange 
Juice 
33. Soft Custard 
34. Fresh Pineapple 
35. Mixed Fruit Juice 
36. ———— 
Feburary 11 
1. Tangerine and Grapes 
2. Tomato Juice 
3. Farina or Wheat and 
Barley Kernels 
4. Serambled Eggs 
5. Link Sausage 
6. Sweet Rolls 
7. Mushroom Bouillon 
8. Melba Toast 
9. Smothered Chicken 
10. Roast Chicken 
11. Parslied Potatoes 
12. Parslied Potatoes 
13. Cauliflower 
14. Sliced Beets 
15. Molded Ginger Ale Salad 
16. Cream Mayonnaise 
17. Bing Cherry Sundae 
18. Lime Sherbet 
19. Lime Sherbet 
20. Half Grapefruit 
21. Peach Nectar 
22. Noodle Soup 
23. Toasted Crackers 
24. Grilled Tomato on Toast 
with Cheese Sauce 
25. Welsh Rarebit 
26. Cold Roast Beef 
27. Stuffed Baked Potatoes 
28. Asparagus Tips 
29. Mixed Green Salad 
30. Herb French Dressing 
31. Sliced Peaches—Angelfood 
32. Sliced Peaches—Angelfood 
33. Baked Custard 
34. Unsweetened Peaches 
35. Grapefruit Juice 
36. Bread 
February 12 
1. Half Grapefruit 
2. Apricot Nectar with Lemon 
Juice 
3. Crisp Rice Cereal or Rolled 
Wheat 
4. Poached Ege 
5. Crisp Bacon 
6. Toast 
7. Beef Bouillon 
8. Crisp Crackers 
9. Breaded Pork Cutlet 
10. Roast Veal Loin 
11. Whipped Potatoes 
12. Whipped Potatoes 
13. New Green Cabbage 
14. Sliced Carrots 
15. Waldorf Salad 
16. ———— 
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. Cranberry Log 


Rebecca Pudding, Jelly 


. Rebecca Pudding, Jelly 
. Fresh Pear 
. Grape Juice 


22. Philadelphia Pepper Pot 
. Saltines 
. Salisbury Steak—French 


Fried Potatoes 


5. Minced Beef 
. Broiled Steak 


27. Parslied Potato Balls 


Feb 
1 


. Julienne Green Beans 
. Head Lettuce Salad 

. Chiffonade Dressing 

. Orange Shortcake 

. Pear in Cherry Gelatin 
. Baked Custard 

. Unsweetened Plums 

. Orange Juice 

. Bread 


ruary 13 


. Banana 


2 
2 
o. 


Ole 


Cle COD KOM m=) 


am bak fe fk fed fed 


bobo be be po 
Oo eO-31H 01 


Feb 
ie 


16. 


rere 
Om = 


. Pineapple Juice 


Granular Wheat Cereal or 
Corn Flakes 


. Soft Cooked Egg 


Crisp Bacon 


. Whole Wheat Date Muffins 
. Orange Juice 


. Roast Leg of Lamb 


Roast Leg of Lamb 


. Sealloped Potatoes 


ticed Potatoes 


. Julienne Rutabagas 
. Asparagus Tips 
. Molded Pineapple Mint 


Salad 


. Cream Mayonnaise 
. Chocolate Pudding, 


Whipped Topping 


. Chocolate Pudding 

. Assorted Gelatin Cubes 
. Fresh Pineapple 

. Cream of Pea Soup 


. Vegetable Soup 
3. Crisp Crackers 
. Creamed Chipped Beef and 


Sweetbreads—Baked 
Yams 


. Creamed Sweetbread 

§. Cold Sliced Chicken 

. Baked Yams 

. Green Peas 

. Pink and White Grapefruit 


Section Salad 


0. Clear French Dressing 

. Burnt Sugar Layer Cake 

. Apricot Whip 

. Raspberry Rennet-Custard 
. Unsweetened Cherries 

. Blended Juice 

. Bread 


ruary 14 
Sliced Oranges 


. Tomato Juice 
. Bran Flakes or Farina 
. Poached Ege 


Crisp Bacon 
Fruited Coffee Ring 


. Mushroom Bouillon 
. Saltines 
. Chicken Pie with Pastry 


Heart Biscuit or Seal- 
loped Sea Food 


). Hot Sliced Chicken 


Watercress Potatoes 
Fluffy Rice 
Brussels Sprouts 


. Mashed Squash 
. Sweetheart Salad (Pear 


with Tinted Cream 
Cheese Heart Shape 
Border, Currant Jelly 
Center) 

French Dressing 


7. Strawberry Ice Cream 
. Strawberry Ice 
. Strawberry Ice 


20. Grapefruit and Strawberry 


J 
—) 


ro 
_ 


bo po bo 
we CoO 


Cup 


. Cherry Nectar 





Cranberry and Apple Juice 


Eges a la King—Stuffed 
Baked Potatoes with 
Cheese 

Poached Salmon, Lemon— 
Green Beans 

Poached Salmon, Lemon— 
Green Beans 

New Potatoes 


. Beet and Asparagus Salad 


30. French Dressing 

31. Baked Hot House Rhubarb 
—Frosted Cup Cake, 
Cinnamon Heart 

32. Tinted Apple Snow 

3. Cherry Whip 
34. Unsweetened Apricots 
35. Consomme 
36. Cloverleaf Rolls 
February 15 

1. Banana 

2. Blended Juice 

3. Oatmeal or Puffed Wheat 

4. Serambled Ege 

5. Grilled Chicken Livers 

6. Toast 

7. Tomato Juice 

8, ——— 

9. Roast Top Sirloin of Beef 
10. Roast Top Sirloin of Beef 
11. Mashed Potatoes 
12. Mashed Potatoes 
13. Paprika Onions 
14. Quartered Carrots 
15. Sliced Head Lettuce Salad 
16. Celery Seed Dressing 
17. Apple Tapioca, Ginger- 

snap Hard Sauce 
18. Apple Tapioca 
19. Lemon Rennet-Custard 
20. Unsweetened Fruit 
Cocktail- 
21. Cream of Celery Soup 
22. Cream of Mushroom Soup 


. Melba Toast 


24. Corned Beef Hash, Hot 


Chili Sauce 


5. Broiled Veal Pattie 

. Broiled Veal Pattie 

. Baked Noodles in Broth 
. Fresh Spinach 

. Layer Sliced Orange 


Cottage Cheese Salad 


. Parisian French Dressing 
. Coffee Gelatin, Whipped 


Cream 


. Coffee Gelatin 
. Coffee Gelatin 
. Unsweetened Boysen- 


berries 


5. Pineapple Juice 
6. Potato Rusks 


February 16 


one 


oe 


. Half Grapefruit 
. Orange Juice 
. Wheat and Barley Kernels 


or Farina 
Soft Cooked Egg 


. Crisp Bacon 


Honey Raisin Buns 


©oeO-l 


ee 
Sd ae 


LE Bl ell ool ol 


nw 
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Hot Vegetable Broth 


. Saltines 


Fried Oysters—Tartar 
Sauce 


. Broiled Scrod 


Potatoes 2u Gratin 


. Whipped Potatoes 

. Whole Kernel Corn 

. Green Beans 

. Cucumber and Parsley 


Salad 


. Sour Cream Dressing 
. Lemon Meringue Pie 


Lemon Meringue Pudding 


. Whipped Orange Gelatin 
. Seedless Grapes 
. Apple Juice 





. Cream of Spinach Soup 
. Croutons 
. Tunafish Salad, Egg Gar- 


nish—Stuffed Baked 
Potatoes 


5. Creamed Tunafish 

. Cold Tunafish on Lettuce 
. Stuffed Baked Potatoes 

. Asparagus Tips 

. Vegetable Relishes 


. Canned Peach Halves 

2. Canned Peach Halves 

. Raspberry Rennet-Custard 
. Unsweetened Canned 


Peaches 


5. Mixed Fruit Juice 
. Cranberry Sally Lunn 


February 17 


whore 


aoe 


. Tangerine 
. Blended Juice 
. Rolled Wheat or Crisp Rice 


Cereal 


. Serambled Eggs 
. Grilled Canadian Bacon 
. Toast 


¢ 


Consomme 


8. Toasted Crusts 


bop 
em CO 


bobo bo 
“100 O1 


. Stuffed Breast of Veal or 


Broiled Whitefish 
Roast Veal or Broiled 
Whitefish 


. Parslied New Potatoes 
. Parslied New Potatoes 
. Broccoli 

. Sliced Beets 

. Celery, Pickle Rings, 


Carrot Sticks 


. Cherry Surprise Pudding 
. Snow Pudding, Cherry 


Juice 


9. Snow Pudding, Cherry 
Tul 


uice 


. Fresh Apple 
. Pineapple Juice 





Pineapple Juice with 
Orange Sherbet 


. Baked Macaroni and 


Cheese 


. Broiled Beef Pattie 

. Broiled Beef Pattie 

. Whipped Potatoes 

. Green Peas 

. Head Lettuce Salad 

. Lorenzo Dressing 

. Strawberry Shortcake 
. Royal Anne Cherries 

. Baked Custard 

. Orange and Strawberry 


Cups 
Beef Broth 


6. Cracked Wheat Bread 


February 18 


Clr COE 


fr) 


. Grapefruit Juice 

. Grapefruit Juice 

. Corn Flakes or Oatmeal 
. Poached Egg 

. Crisp Bacon 


Toast 


. Beef Bouillon 


BD ND te et et ee pe et 


bo bo bO 
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bo 
or 


ew bo bo ben 
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. Saltines 


Baked Ham Slice 


. Broiled Steak 


Mashed Sweet Potatoes 
Baked Potatoes 

Fresh Spinach 

Acorn Squash Rings 
Perfection Salad 
Mayonnaise Dressing 


. Chocolate Chip Ice Cream 
. Chocolate Chip Ice Cream 
. Raspberry Sherbet 

. Fresh Pineapple Wedges 
. Apricot Nectar 


. Cream of Broccoli Soup 
. Croutons 
. Sealloped Chicken and 


Noodles 


. Scalloped Chicken and 


Noodles 


. Hot Sliced Chicken 

. Baked Noodles in Broth 

. Green Beans 

. Sliced Orange Salad 

. Avocado French Dressing 

. Norwegian Prune Pudding, 


Chilled Custard Sauce 


. Prune Whip 
. Coffee Gelatin, Chilled 


Custard 


. Fresh Pear 
. Cherry Juice 
. Bread 


Februray 19 


a. 


9 


3. 


aos 


ee 
wo ADT RWNRH OO M+) 


Vo 
mow 


Orange Juice 

Orange Juice 

Farina or Raisin Bran 
Flakes 

Soft Cooked Egg 


. Crisp Bacon 


Toast 


. Tomato Juice 
. Melba Toast 
. Stuffed Rolled Flank Steak 
. Broiled Lamb Pattie 
. Parstied Potatoes 
. Parslied Potatoes 
. Cauliflower Polonaise 
. Sliced Carrots 
. Apricot au Natural Salad 
. Cream Mayonnaise 
. Steamed Chocolate Pud- 


ding, Sterling Sauce 


. Cherry Gelatin Cubes 
. Cherry Gelatin Cubes 
. Unsweetened Plums 


21. Cream of Spinach Soup 
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: DIETETIC TUNA 


al 




















2am 
5S ° ° . ° 
Ke Packed by a Special Process from selected light-meat tuna for use in dietotherapy. 
WA ““Special-purpose food,”’ low in sodium, fat, and cholesterol. Rich in easily digest- 
| ible protein of high biological value. 
P g 
os Due to its low sodium content, DIETETIC TUNA is 
ie suitable for use in low-sodium diets, for the dietetic 
ding, TYPICAL —— md WELL PROPORTIONED management of hypertension, and some other cardio- 
oe ee eee become vascular and renal diseases. 
Total solids 30.6% (hats Ghee 4 Its low cholesterol and fat content make it an excel- 
Preven 28.3% percent of protein) lent source of protein in the dietary treatment of diseases 
9 . ° . . 
i yrs vation 52 of the liver, arteriosclerosis and many other pathological 
Histidine 57 conditions. 
Sod 70 mg.% ; ‘ ; 
ty 17 a i Isoleucine 4.7 DIETETIC TUNA is a valuable adjunct to restricted 
ilisiaiihis 20 oa Leucine 7.0 diets for Weight Reduction and in pregnancy. It is.a fine 
Riboflavin tie meg.% Lysine 8.3 source of all the necessary amino acids, without increas- 
Nincin 13.7 mg.% Methionine 2.8 ing the fat and carbohydrate content of the diets. 
Aiilanel Util Phenylalanine 3.5 Because of its high protein content, its use is recom- 
Factor (B,>) 12 meg.% Threonine 4.1 mended also in anemias, in the feeding of the aged, and 
— (122 calories a ve in physical rehabilitation. 
par Pe gree sins ” The chemical composition and the nutritive properties 
of DIETETIC TUNA are under constant laboratory 
supervision. 
- A request on professional stationery 
l- will bring samples and bulletins. 
RECOMMEND EITHER BRAND—THE QUALITY IS THE SAME VAN CAMP LABORATORIES 
4 Division of Van Camp Sea Food Co., Inc. Terminal Island, California 
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. Mulligatawny Soup 
. Saltines 
. Assorted Cold Cuts— 


i 
“Oo 


eee 
wr 


1 
2 
3 
4, 
5 
6 


7. 
8. 
9. 






Creamed New Potatoes 
and Peas 


. Minced Beef—Peas 
. Hot Beef Cubes—Peas 
. New Potatoes 


. Tossed Green Salad 

. Vinegar-Oil Dressing 

. Baked Apple 

. Sliced Banana in Cran- 


berry Juice 


. Baked Custard 
. Sliced Banana and Orange 


Cup 


. Grapefruit Juice 
. Hot Biscuits—Honey 


Butter 


February 20 

. Half Grapefruit 

. Blended Juice 

. Crisp Rice Cereal or 


Granular Wheat Cereal 


. Scrambled Ege 
. Crisp Bacon 
. Bacon Muffins 


Beef Broth 


Crisp Crackers 


. Baked Breaded Veal 


Cutlet 


. Broiled Veal Steak 

. Whipped Potatoes 

. Whipped Potatoes 

. Plain Sliced or Harvard 


Beets 


. Asparagus Tips 

. Pear and Raisin Salad 

. French Dressing 

. Toasted Coconut Cream 


Pie 


. Cream Pudding 

. Whipped Lime Gelatin 
. Unsweetened Apricots 
. Cranberry Juice 


. Cream of Celery Soup 
. Toasted Bread Sticks 
. Porcupine Meat Balls, 


Tomato Sauce—Baked 
Sweet Potatoes 


. Broiled Liver 

. Broiled Liver 

. Baked Sweet Potatoes 

. Fresh Spinach 

. Fresh Pineapple Fan and 


Cherry Salad 


. Clear French Dressing 


Crackers, Cream Cheese, 
Currant Jelly 


. Canned Peeled Apricots 

. Raspberry Rennet-Custard 
. Fresh Grapes 

. Tomato Juice 

. Bread 


February 21 


. Orange Halves 
. Apple Juice with 


Lemon Juice 


. Oatmeal or Wheat Flakes 


Soft Cooked Egg 


. Grilled Ham 
. Toast 





Essence of Celery Soup 

Saltines 

Golden Crusted Ocean 
Perch—Tartar Sauce 


. Broiled Ocean Perch 
. Watercress Potatoes 
. Steamed Potatoes 

. Broccoli 

. Wax Beans 

. Tomato Aspic Salad 
. Onion Sour Cream 


Dressing 


. Apple Cobbler, Sweet 


Sauce 


. Chocolate Blanc Mange 
. Chocolate Blanc Mange 
. Fresh Pineapple Cup 

. Mixed Fruit Juice 


. Oyster Stew 
. Oyster Crackers 
. Chopped Egg Salad— 


Pimiento Asparagus 
Tips—Baked Potatoes 


. Broiled Chopped Steak— 


Sliced Carrots 


. Baked Potatoes 





; Celery Hearts, Rose 


Radishes 


. Pear and Plum Compote 
. Canned Fruit Cup 
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33. 
34, 





Strawberry Gelatin 
Unsweetened Fruit 
Compote 


35. Blended Juice 
36. 


Cinnamon Raisin Buns 


February 22 


aoe Whe 


. Grapefruit Juice 
. Grapefruit Juice 


Wheat and Barley Kernels 
or Hominy 


. Poached Egg 
. Crisp Bacon 
. Coffee Cake 





. Consomme, Paprika 


Lemon Slice 


. Melba Toast 
. Oven Baked Chicken— 


Gravy 


. Roast Chicken 

. Fluffy Mashed Potatoes 
. Parslied Potatoes 

. Stewed Tomatoes 

. Mashed Squash 

- Head Lettuce Salad 

. Blue Cheese Dressing 
. Latticed Cherry Pie 

. Cherry Whip 

. Cherry Whip 

. Unsweetened Cherries 
. Limeade 





. Chicken and Rice Soup 
. Saltines 
- Veal Stew, Pimiento 


Cheese Pinwheel 
Biscuits Atop 


. Hot Cubed Veal—Sliced 


Beets 


- Hot Cubed Veal—Sliced 


ts 


eets 
. Potato Balls 


. Raw Spinach Salad 
. Italian Dressing 
. Peppermint Stick Ice 


Cream—Chocolate Ice 
Box Cookies 


. Canned Peaches 

. Soft Custard 

. Unsweetened Peaches 
. Orange Juice 

. Bread 


February 23 
1. Blended Juice 


aoe who 


. Blended Juice 
. Rolled Wheat or Corn 


Flakes 


. Scrambled Egg 


Crisp Bacon 
Toast 





Ph ak pe ek fk ek pet pe 


wwe e 
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. Mushroom Broth 

. Celery Crackers 

. Haddock Fillets A la Creole 
. Broiled Haddock 


Oven Brown Potatoes 


. Mashed Potatoes 
. Parslied Diced Celery 
. Whole Green Beans 


Olives and Carrot Sticks 


. Baked Rhubarb—Coconut 


Cake Squares 


. Bread Pudding 

. Rainbow Gelatin 

. Unsweetened Prune Plums 
. Apricot Nectar 


. Boston Clam Chowder 
. Oyster Crackers 
. Baked Cheese Sandwich 


in Custard—Pickle Chips 


. Broiled Lake Trout—Peas 
. Broiled Lake Trout—Peas 
. Riced Potatoes 





. Tomato and Green Pepper 


Salad 


. Thousand Island Dressing 
. Strawberry Meringue 


Torte 


. Banana and Orange Cup 
. Strawberry Gelatin 
. Banana and Strawberry 


up 
. Grapefruit Juice 





February 24 


aon Rohe 


. Sliced Oranges 

. Prune Juice with Lemon 
. Puffed Wheat or Oatmeal 
- Poached Ege 


(Omit on General) 


. Crisp Bacon 
. Griddle Cakes—Butter, 


Syrup 


Pt at pet et 
Clem ON FOO OO 


7. Beef Bouillon 
. Crisp Crackers 

. Roast Loin of Pork 

. Roast Beef 

. Candied Sweet Potatoes 
- Hominy Grits 

. Kale or Turnip Greens 

. Carrot Balls 

. Apple, Celery and Raisin 


Salad 


. Cooked Dressing 

. Cranberry Velvet 

. Floating Island 

. Raspberry Rennet-Custard 
. Fresh Pear 

. Grapeade 





. Potage Longchamps 
. Croutons 
. Bologna Cups with 


Scrambled Egg—Hash 
Brown Potatoes 


. Scrambled Egg—Bacon 
. Scrambled Egg—Chicken 


Livers 


. Baked Potatoes 

. Sliced Beets 

. Green Salad Bowl 

. Herb French Dressing 

. Applesauce 

. Applesauce 

. Floating Island 

. Unsweetened Applesauce 
. Pineapple Juice 

. Toast 


February 25 


. Apple Juice 


Farina or Shredded Wheat 


. Soft Cooked Ege 


Link Sausages 
Toast 


. Grapefruit Juice 





. Roast Duck—Dry Dressing 
. Roast Turkey 

. Mashed Potatoes 

. Mashed Potatoes 

. Whole Kernel Corn 

. Green Beans 

. Red Cabbage and Orange 


Slaw 


. Mint Ice Cream, Chocolate 


Sauce 


. Orange Sherbet 

. Orange Sherbet 

. Fresh Apple 

. Cream of Carrot Soup 





. French Tomato Soup 
. Melba Toast 
. Crisp Green Salad with 


Julienne Turkey and 
Salami 


. Minced Beef—Spinach 
. Cold Roast Beef—Spinach 
. Parslied Potatoes 


: Paprika Celery Curls, Ripe 


Olives, Carrot Sticks 


. Fresh Pineapple Cup— 


Date Bars 


. Canned Fruit Gelatin 
. Baked Custard 

. Fresh Pineapple Cup 
. Mixed Fruit Juice 

. Swedish Rye Bread 


February 26 


. Blended Juice 
. Blended Juice 
. Corn Flakes or Granular 


Wheat Cereal 


. Serambled Egg 


Crisp Bacon 
Toast 





. Consomme 
. Saltines 
. Veal Birds with Savory 


Stuffing 


. Broiled Veal Steaks 

. Sealloped Potatoes 

. New Potatoes 

. Green Peas 

. Young Beet Tops 

. Molded Cranberry, Apple 


and Almond Salad 


. Cream Mayonnaise 
. Bread Pudding, Lemon 


Sauce 


. Bread Pudding, Lemon 


Sauce 


. Chocolate Blanc Mange 
. Unsweetened Fruit 


Cocktail 


. Apricot Nectar 






. Chicken Noodle Soup 

. Crisp Crackers 

. Asparagus on Toast, 
Cheese Sauce—Crisp 
Bacon 

. Crisp Bacon—Asparagus 

. Broiled Chopped Steak— 
Asparagus 

. Baked Sweet Potatoes 





. Grapefruit and Red Apple 


Salad 

. French Dressing 

. Spice Cake, Lemon Cream 
Icing 

. Canned Peeled Apricots 

. Vanilla Rennet-Custard 

. Unsweetened Apricots 

. Tomato Juice 

. Bread 


February 27 


Dim COLOR 


. Fresh Pineapple 

. Apricot Nectar 

Oatmeal or Wheat Flakes 
. Poached Egg 

. Crisp Bacon 

Raisin Toast 
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. Tomato Juice 


. Beef and Vegetable Stew 
. Broiled Chopped Steak 


. Riced Potatoes 

. Baked Parsnips 

. Spinach, Lemon Wedge 

. Head Lettuce Salad 

. Celery Seed Dressing 

. Latticed Rhubard Pie 

. Lemon Gelatin Cubes 
Lemon Gelatin Cubes 





20. Unsweetened Peaches 
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. Cream of Celery Soup 





22. 
23. 
24. 


Cream of Corn Soup 

Saltines 

Swedish Ham Balls in 
Brown Sauce 

. Broiled Lamb Chop 

. Broiled Lamb Chop 

. Parslied Potatoes 

. Sliced Carrots 

. Romaine and Endive Salad 

. Chiffonade Dressing 

. Banana Ginger Shortcake 


. Canned Pears 
. Baked Custard 
. Unsweetened 


Boysenberries 


5. Orange Juice 
. Cornmeal Rolls 


February 28 
1. Half Grapefruit 


cob 


aoe 


. Orange Juice 
Crisp Rice Cereal or 
Rolled Wheat 


. Scrambled Egg 
. Grilled Canadian Bacon 
. Hot Biscuits 





Essence of Celery Soup 


. Crisp Crackers 
. Pan Broiled Liver or 


Broiled Halibut 
. Broiled Liver or Halibut 


. Stuffed Baked Potatoes 


Seasoned with Parsley 
and Onion 

. Stuffed Baked Potatoes 

. Stewed Tomatoes 

. Patty-Pan Squash with 
Lemon Juice 


. Tossed Salad 

. Vinegar-Oil Dressing 
. Coffee Ice Cream 

. Coffee Ice Cream 

. Raspberry Sherbet 

. Sliced Oranges 

. Apple Juice 









. French Onion Soup 
. Rye Toast Rounds 
. Savory Stuffed Eggs on 


Rice, Mushroom Cream 
Sauce 


. Cheese Omelet 
. Omelet—Grilled Chicken 


Livers 


. Parslied New Potatoes 

. Green Peas 

. Sliced Lettuce Salad 

. Chutney French Dressing 
. Lime Whip, Strawberry 


Sauce 


. Lime Whip with Sliced 


Peaches 


. Lime Whip 
. Fresh Pineapple Cup 
. Mixed Citrus Juice 

. Orange Raisin Rolls 


HOSPITALS 
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DISHWASHER 
Model AM-7 







High-Powered 
Kitchen ‘Helpings’ «is, 


Enhance food flavor and appearance . . . raise standards 























... Cut cost per serving ... with a helping hand from Hobart! nce 
Model S-601 
HeRE'Ss HELP where you need it—in kitchen, salad preparation, dishwashing 


department and bake shop—sponsored throughout by the familiar 
Hobart trade mark. And food service men the world over will tell you what that means. — sTEAKMASTER 
It means tops in machine construction, dependability and endurance. It mene a08 Pr ce 
means Hobart cleanness in design and performance. It means Hobart service (the most Model 4322 

extensive in the world! ). 


Add it all up, and what do you get? Finer servings. A saving with every 
serving. Higher sanitation standards at lower cost. And a thoroughly 
dependable installation with size and capacity of each machine selected 
for most efficient operation. 


Choose from the widest selection of food, kitchen and bakery 
machines in the industry, available in the widest 
choice of models. There’s convenient Hobart 
tepresentation—to show them today 
and serve you any day. 


Angle Feed SLICER 
Model 1512 







_ Model 84141 


Hobe Wr Food Machines 


THE HOBART MANUFACTURING COMPANY °° TROY, OHIO 




















NEWS 








-* CIVIL DEFENSE - - 





Procurement of raw materials 
needed for manufacture of hospital 
equipment and supplies poses one 
of the most difficult problems now 
confronting Washington officials. 
With civil defense planning accen- 
tuating the necessity of a priority 
system that will guarantee alloca- 
tions of stainless steel, aluminum, 
rubber and other vital materials 
for hospital use, nevertheless the 
situation in the capitol as of mid- 
December was not. reassuring. 

On paper, at least, a start has 
been made toward effecting a ma- 
terial priority system dealing with 
sterilizers, cabinets, surgical in- 
struments and the innumerable 
other items involved. 

Claimant agency: In a sweeping 
order under the authority of the 
Defense Production Act of 1950 the 
secretary of commerce last month 
named the Federal Security Agen- 
cy as a claimant agency to present 
requirements with respect to ma- 
terials and facilities for both schools 
and hospitals as well as “the do- 
mestic distribution of supplies and 
equipment needed in the fields of 
health education, welfare, recrea- 
tion and related activities.” 

The legal notice of this action 
was published in Washington un- 
der date of Nov. 25, 1950, in the 
Federal Register over the signature 
of the acting secretary of com- 
merce. 

NSRB approval: The order was 
issued with the approval of the 
National Security Resources Board 
and in effect means that hospitals 
will have their needs tabulated by 
the Federal Security Agency and 
presented to the National Produc- 
tion Authority (part of the Depart- 
ment of Commerce) along with 
other claimant agencies for even- 
tual determination of allocations 
and priorities. No such allocations 
or priorities have yet been devised. 

The notice further broadens the 
scope of activities of Federal Se- 
curity Administrator Oscar R. Ew- 
ing by requiring consultation with 
the Housing and Home Finance 
Agency on problems of schools, 
hospitals and community health 
and sanitation. n; 
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FSA Named "Claimant" for Hospitals 


Public Health Service: Paul Caulk, 
of the Public Health Service, has 
been appointed to the new post of 
executive officer in charge of ad- 
ministration of priorities and giv- 
en responsibility for handling and 
evaluating requests for priorities. 
According to present plans, Mr. 
Caulk’s findings are to be trans- 
mitted to Mr. Ewing via Rufus 
Miles, assistant administrator in 
charge of defense activities. 

FSA-approved applications fi- 
nally will be forwarded, with Mr. 
Ewing’s recommendations, to the 
National Production Agency of the 
Department of Commerce for ulti- 
mate disposition. 

Early stages: Machinery for car- 
rying out these functions is only 
in the early stage of establishment 
and, in the meantime, the hospital 
facilities division of Public Health 
Service is receiving quantities of 
inquiries, protests and appeals for 
information f:om FSA regional of- 
fices and Hill-Burton state agencies 
throughout the country. In reply, 
the correspondents are simply be- 
ing told to wait for developments. 
(If and when a system of alloca- 
tions and priorities is established, 
all American Hospital Association 
members will be given details.) 


Government Defense Manual 


Containing two chapters devoted 
wholly to hospital services, the gov- 
ernment’s official manual, “Health 
Services and Special Weapons De- 
fense,’”’ was published December 28 
by the Civil Defense Administra- 
tion. 

Most of the volume’s 260 pages 
yield information of practical in- 
terest to hospitals, including such 
subjects of importance during times 
of emergency as maintenance of 
laboratory services, distribution of 
supplies, record keeping, adequate 
sanitation and_ special facilities 
serving the public health. 

The chief interest is focused, 
however, on the two chapters con- 
cerned with hospitals. One chap- 
ter details the organization of ex- 
isting hospitals for disaster services. 
The other discusses how hospitals 
may be improved in advance to 








meet the needs of a possible emer- 
gency situation. 

It is estimated that if there were 
60,000 casualties of an atomic at- 
tack, 26,000 would require hospital 
attention. Problems of receiving 
patients, examination, assignment 
of priorities for admission, proper 
identification, transportation and 
so forth, are explored in the tech- 
nical manual. Nurse staff patterns 
are proposed, as well as special 
preparation and handling of food, 
protection of water supplies, fire 
protection and utilization of aux- 
iliary personnel. 

Regarding makeshift hospitals, 
school buildings are recommended 
as the most satisfactory type struc- 
ture for conversion. Hotels will 
generally be usable but less desir- 
able. 

The manual is purchasable by 
mail from the Superintendent of 
Documents, Government Printing 
Office, Washington, D. C., at a price 
of 60 cents a copy. 


Medical Defense Plan 


Plans for the medical care of an 
estimated 60,000 persons who would 
be victims in the event of an atom- 
ic attack in New York state were 
released during December by Col. 
Lawrence Wilkinson, director of 
the New York State Civil Defense 
Commission. In addition to the 
60,000 wounded, the plan estimates 
there would be another 60,000 dead 
from the explosion of a single atom 
bomb. 

Stress is laid on the importance 
of emergency medical field services 
which Colonel Wilkinson said “are 
more important than hospital care, 
because if the former fails, the lat- 
ter cannot repair the loss.” 

‘Blood and blood products will 
be received at 230 centers dis- 
tributed throughout the state in 
order to facilitate the administer- 
ing of the 20,000 pints which would 
be needed within the first six hours 
after an explosion. 

Following a bombing, primary 
medical field ‘units would be estab- 
lished on the edge of the totally 
destroyed area. These would be 
staffed with one physician, one 
medical assistant (dentist, veterin- 
arian or similarly trained person 
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capable of dressing wounds and 
administering medicine), two nurs- 
es aides, one record clerk, eight 
stretcher bearers, four messengers 
and a messenger leader. Victims 
would be evacuated immediately 
to emergency hospitals staffed with 
two physicians and 15 nurses in ad- 
dition to the aides, stretcher bear- 
ers and messengers. 

Back of the emergency hospitals 
would be the general hospitals 
from which regular patients would 
be removed following an attack. 


The National Emergency 


President Truman’s address to 
the nation on December 15, fol- 
lowed by his declaration of a na- 
tional emergency and establish- 
ment of Office of Defense Mobiliza- 
tion, was expected to presage 
changes in the national hospital 
picture. It was virtually certain 
that ODM, when it gets rolling, 
would be the most powerful fed- 
eral unit with reference to alloca- 
tion of construction materials and 
reports were current that it would 
assume, among numerous other re- 
sponsibilities, functions now per- 
formed by the office of health re- 
sources in National Security Re- 
sources Board. 

At the same time, it became 
known that the Housing and Home 
Finance Agency has drafted a bill 
which, in effect, would revive the 
Lanham Act of World War II. 
Many hospitals were erected in de- 
fense areas, along with other pub- 
lic works, a half decade ago and 
resumption of this type of federal- 
aid program is now anticipated. 


Bed Capacity in Disaster 


The Hospital Council of Greater 
New York has surveyed hospital 
facilities in the metropolitan area 
and has announced that, in event 
of a disaster, 67,690 victims could 
be cared for, or a considerably 
larger patient load than New York 
City hospitals carry at present. 

Two factors were selected as 
most important in determining 
hospital bed capacity in an emer- 
gency. First was the number of 
beds that could be added in cor- 
ridors, sunrooms and other spaces 
not now used for beds, and second 
was the number of patients in hos- 
pitals who could be moved to their 
homes or other institutions. 

Increasing capacity: New York 
City has a total of 178 hospitals 
with about 50,190 beds. This pres- 
ent capacity could be increased 76 
per cent, or 38,140 beds, if unused 
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space were put into use, according 
to the report of the council. In re- 
lation to existing capacity, tuber- 
culosis hospitals could expand 
most, 133.7 per cent. Chronic dis- 
ease hospitals could expand by 
98.7 per cent and general hospitals 
by 69.4 per cent. 

More than half the patients 
could be moved out of hospitals in 
the city in an emergency. Patient 
removals would make available 
for disaster care 57.7 per cent of 
the present beds. The highest rate 
of evacuation would be in tuber- 
culosis hospitals with 91.3 per cent. 
Chronic disease hospitals could 
move out 84.1 per cent of their 
patients and general hospitals 52.1 
per cent. 

Operating rooms could be in- 
creased by almost 50 per cent ac- 
cording to the council to provide 
more than 900 rooms during emer- 
gencies. Extra equipment and 
about 30,738 bed units would have 


to be supplied the hospitals if they 
are required to operate the addi- 
tional 38,140 beds. 


Expanded Blood Program 


Financial assistance to the Amer- 
ican Red Cross in a program of 
rapid expansion of its facilities for 
furnishing blood to the armed 
forces was insured in a contract 
signed last month by the Depart- 
ment of Defense and the Red Cross. 

An immediate advance of $3,- 
000,000 from government funds is 
provided to be expended solely for 
the new plasma stockpiling pro- 
gram and for the collection and 
handling of whole blood for over- 
seas shipments for the armed 
forces. Including the advance, a to- 
tal of $12,000,000 has been set aside 
by the Department of Defense from 
which the Red Cross will be reim- 
bursed for a portion of the total 
cost incident to the collection and 
shipment of blood. 
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Administers Grants-in-Aid 


The steady growth of govern- 
ment-aided medical research, ac- 
companied by a closer relationship 
with hospitals and voluntary asso- 
ciations, has brought about the 
establishment of a new position in 
the National Institutes of Health 
which is of considerable impor- 
tance. It is a second associate di- 
rectorship of NIH whose appointee, 
Dr. David E. Price, will be respon- 
sible for coordinating grant-in-aid 
activities, helping improve com- 
munity health services and keep- 
ing in close touch with voluntary 
associations in the health and hos- 
pital field. 

Heretofore NIH has had only one 
associate director, Dr. Norman H. 
Topping. He will continue in that 
capacity, his office: having cogniz- 
ance of federally conducted med- 
ical research, as distinguished from 
that performed by non-govern- 
mental research institutions with 
the aid of federal funds. 

Promoted to the rank of assistant 
surgeon general, Dr. Price leaves 
the directorship of the institutes’ 
division of research grants to as- 
sume his new position. Ernest Al- 
len has been named acting director 
of the division, pending selection 
of a successor. 


“The position to which Dr. Price 
has been appointed,” said FSA Ad- 
ministrator Oscar R. Ewing, “has 
been created because of the growth 
of the National Institutes of Health 
and particularly because of the 
increased administrative responsi- 
bilities entailed by the broadening 
of the grants programs, the inaug- 
uration of a large cortisone-ACTH 
research program and the initiation 
of new research in the metabolic 
and neurological diseases. 

“In handling these important 
responsibilities, Dr. Price can be 
counted on to maintain the high 
level of achievement he has always 
displayed. I know him to be a de- 
voted public servant with the high- 
est professional ideals.” 

Dr. Price, incidentally, accom- 
panied Mr. Ewing last winter on 
his inspection of the national health 
service system in Great Britain. 


Prescription Refills 


Commercial and hospital phar- 
macies are affected by a decision 
announced in December by FSA 
Administrator Ewing which prob- 
ably foreshadows liberalization of 
existing government policy against 
prescription refills. 

Climaxing a controversy with 
American Pharmaceutical Associa- 
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tion, Mr. Ewing approved a change 
in regulations drawn up by the 
Food and Drug Administration, 
which is a FSA unit. As proposed 
for amendment, the regulations 
would give pharmacists broader 
discretion in refilling prescriptions 
than they have today. Gist of the 
issue is FDA’s campaign to curb 
indiscriminate dispensing of bar- 
biturates, sulfonamides and other 
potentially dangerous drugs. 

Persons or organizations desir- 
ing to comment on the proposed 
changes were given until January 
5 to transmit their observations in 
writing to the hearing clerk, Fed- 
eral Security Agency. 

Robert P. Fischelis, secretary of 
the American Pharmaceutical As- 
sociation, commented in part as 
follows on Mr. Ewing’s decision: 

“The proposed ruling seems to 
provide that a drug for which ade- 
quate directions for lay use can be 
written may be renewed unless the 
physician has marked it ‘N.R.,’ or 
the pharmacist knows that refilling 
may be harmful to the purchaser. 
It would appear that a prescription 
for the so-called ‘legend drugs’ 
cannot be refilled unless the pre- 
scriber has indicated his intentions 
with respect thereto. 

“The attorneys and the commit- 
tee on legislation of the association 
are now studying the proposal. As 
soon as this study has been com- 
pleted, necessary representations 
will be made to the administrator 
and if his final ruling does not meet 
reasonable standards of pharma- 
ceutical practice, it will be deter- 
mined what further action should 
be initiated to assure the practic- 
ing pharmacists of the United 


States that their professional pre-— 


rogatives have been safeguarded.” 


American Legion Study 


The American Legion, acknowl- 
edging at least a temporary set- 
back in its campaign to have the 
Veterans Administration hospital 
construction program increased by 
16,000 beds, has taken steps which 
it hopes will lead ultimately to its 
goal. 

By direction of the Legion’s na- 
tional executive committee, the 
Washington staff of the Rehabili- 
tation Commission has launched a 
study that will endeavor to show 
how the country’s medical man- 
power may be increased. The in- 
vestigation, while centering around 
veterans hospitals, will concern it- 
self with the over-all picture of 
doctor and nursing shortages; pos- 


sible reforms in administration of 
federal military, veterans and civil 
institutions; impact of the Hill- 
Burton program, and medical and 
nursing education. 

The decision to conduct the study 
is, in effect, a recognition of the 
Veterans Administration conten- 
tion that it could not staff 16,000 
additional hospital beds, which 
were lopped from the program in 
January 1949 by White House ex- 
ecutive order as an economy move. 


Retires from Navy 


Rear Adm. Joel T. Boone, MC, 
USN, retired from duty with the 
navy on December 1 after more 
than 36 years of active service. At 
the time of his 
retirement Ad- 
miral Boone was 
inspector gene- 
ral of medical 
activities for the 
navy. » 

During his ca- é 

reer, Admiral “ f 
Boone served rv 
with the marine 
expeditionary 
forces in Haiti 
in 1915 and in 
both World 
Wars, receiving the Congressional 
medal of honor for his actions in 
France during 1918. He was phy- 
sician to Presidents Warren G. 
Harding, Calvin Coolidge and Her- 
bert Hoover. 

Since World War II Admiral 
Boone’s assignments have included 
the job of medical advisor to the 
federal coal mines administrator 
and director of the medical survey 
of the coal industry. In 1948-49 he 
served as executive secretary of 
the secretary of defense’s commit- 
tee on medical and hospital serv- 
ices of the armed forces. During 
1949, Admiral Boone was president 
of the Association of Military Sur- 
geons. 


ADMIRAL BOONE 


48th Anniversary 


The 48th anniversary of the Pan 
American Sanitary Bureau was 
celebrated on December 4 with a 
reception in the Pan American 
Union Building, Washington, D. C. 
Speaking at the reception was Dr. 
Ernest L. Stebbins, director of the 
school of hygiene and public health 
of Johns Hopkins University, Balti- 
more. 

In connection with the anniver- 
sary, the 21 member nations, all 
the American republics, were re- 
quested to organize national health 


congresses to begin on Dec. 2, 1951, 
as a preliminary step toward the 
first Pan American Health Con- 
gress, to be held in Havana, Cuba, 
in December 1952. 

Eradication or control of com- 
municable diseases has been the 
major project of the bureau during 
its 48 years of activity. Since July 
1947 it has served also as the re- 
gional office for the Americas of 
the World Health Organization. 


Wilson Resignation 


Only a few months after his join- 
ing the health resources office of 
the National Security Resources 
Board, in charge of the hospital 
section, Dr. David Wilson submit- 
ted his resignation as a medical 
officer in Public Health Service and 
announced he would go with the 
Kellogg Foundation. His first as- 
signment will be in Mississippi, his 
home state, where he will make a 
study of diagnostic facilities in 
small hospitals. 

It is unlikely that Dr. Wilson’s 
vacated post will be filled, due to 
uncertainty over the future of NS- 
RB’s health resources unit, which 
presently is headed by Dr. Norvin 
C. Kiefer. 


Midcentury Conference 


Six thousand individuals, repre- 
senting the federal and state gov- 
ernments; social welfare, religious 
and labor organizations, and other 
professional and lay groups in the 
health field, registered for the Mid- 
century White House Conference 
on children and youth held in 
Washington, D. C., December 3-7. 
White House conferences are held 
every 10 years. 

Participants to the conference 
were assigned to one of 35 work 
groups in which they remained for 
the duration of the conference. 
General sessions and panel discus- 
sions also were scheduled for the 
entire conference group. 

Great interest was shown by the 
participants, as demonstrated in a 
panel discussion on December 6 
and the discussion following it, in 
hospital problems as they relate to 
children. Emphasis was placed on 
the desirability of having parents 
given more access to hospitals than 
they are at present, and training 
personnel to give more specialized 
service to children. 

The findings and recommenda- 
tions of the White House confer- 
ence will be published and dis- 
tributed to all representatives on 
or about April 1. 
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View of the new central wing of 
Bronson Hospital, third unit of the 
expansion program, under construction, 
during the early stages of the campaign. 
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1946 





Goal $ 800,000 








Raised $1,079,097 











**Your staff was tactful, efficient, cooperative 
and ethical in all relationships. With the 
closing of the campaign we rejoice not only 
in the large over-subscription but also in the 
legacy of good-will wideh the campaign has 


left behind.” 
W. C. Perdew 
Superintendent 
Bronson Methodist Hospital 





1950 





~ | Goal $ 991,000 





Raised $1,258,060* 














*‘We express appreciation for the splendid 
work your staff members have done for 
Bronson Hospital. This being our second 
campaign conducted by your firm, and ‘both 
of them having been oversubscribed by a 
substantial margin, we are very paar to 
Ketchum, Inc.” 

Elwood H. Schneider 

President of Board of Trustees 

Bronson Methodist Hospital 


* Victory Dinner, December 12, 1950 
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General Chairman Alfred Southon, center, congratu- 
lates Dr. W. C. Perdew, Superintendent of Bronson 
Methodist Hospital as A. J. Todd, Advance Gifts 
chairman looks on when Bronson’s campaign went 
over the top. 












In 1946 when the Bronson Methodist Hospital at 
Kalamazoo, Michigan, decided on a community-wide 
campaign for funds to expand hospital facilities, 
Ketchum, Inc. was called upon for experienced pro- 
fessional direction. An over-subscribed sum of $1,079,097 
was raised. The staff representatives of Ketchum, Inc. 
left behind them in Kalamazoo, “a legacy of good-will,” 
in the words of Hospital Superintendent W. C. Perdew. 

It was natural that when the Bronson expansion 
program was ready for completion in 1950, the expert 
professional experience of this organization was again 
alerted. The legacy proved trustworthy, for once more 
the campaign figure soared above the goal and already 
the $1,258,060 subscribed is at work turning Bronson’s 
new brick and steel into a citadel of healing. 


KETCHUM, INC. 


Campaign Dixeckia wn 


CHAMBER OF COMMERCE BLDG., PITTSBURGH 19, PENNSYLVANIA 
Cartton G. KetcHumM Norman MacLzop McCiean Work 
President Exec. Vice President Vice President 


500 FIFTH AVENUE, NEW YORK 18, NEW YORK 
H. L. Gruss, Eastern Manager 


MEMBER AMERICAN ASSOCIATION OF FUND RAISING COUNSEL 
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Defense Spending Only 


With Congress preoccupied with 
critical international affairs, its 
short “lame duck” session, which 
convened November 27, produced 
no major legislation in the hospi- 
tal or health field. One of the first 
bills introduced, however, was H.R. 
9793, designed to rescind the $75 
million cutback in the Hill-Burton 
construction program ordered by 
the Bureau of the Budget last fall. 
The sponsor of the measure was 
Rep. James C. Auchincloss (R., 
N. J.). 

Although sentiment in favor of 
the restoration ran high on Capitol 
Hill, the outlook was dim for such 
action. Congress was reluctant to 
approve any federal spending not 
directly tied in with military ex- 
pansion or civil defense, and this 
characteristic is expected to be 
even more evident in the 82nd 
Congress. 


In this connection, strong efforts 
were taken in December by sup- 
porters of legislation to increase 
government subsidies to local pub- 
lic health units. This campaign, 
however, ran aground the “de- 
fense spending only” shoals. Never- 
theless there are strong indications 
that this proposal will be stoutly 
championed in both the Senate and 
House this year, likewise federal 
financial aid to schools of medi- 
cine, dentistry, nursing and public 
health. 


Civil Defense Legislation 
Committees of both House and 
Senate conducted public hearings 
in December on the type of civil 
defense legislation that should be 
enacted. The outcome is of ranking 
importance to hospitals which, by 
provisions of the administration 
bill, would be subject to seizure by 
the defense administrator “when 
needed to prepare for and meet 





St. Vincent's, Toledo 
de 


Opening of the new wing of St. 
Vincent’s Hospital, Toledo, during 
November, was accomplished with 
great public interest as the accom- 
panying picture shows. Sister 
Margaret O’Grady, administrator, 
and hospital officials estimate that 
15,000 persons inspected the eight- 
story, 225-bed addition during the 
week of the official dedication. 
Over 7,000 visitors to the open 
house signed the guest book and 
received copies of the dedicatory 
brochure. Special groups such as 
the medical staff and their families, 
employees, representatives of the 
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and welfare organizations 
were conducted through the new 
wing on private tours the week 
preceding dedication. Following 
the ceremonies, the general public 
and in particular the 16,000 people 
who contributed to St. Vincent’s 


press 


fund-raising campaign in 1947 
were invited to the hospital. 

Showing the visitors through the 
hospital and explaining its modern 
equipment were 200 members of 
St. Vincent’s Guild, the hospital’s 
auxiliary, who were given special 
instructions in order to point out 
scientific features. 








enemy attacks with the right to 
take immediate possesion thereof.” 


The government’s bill to finance 
civil defense, as passed by the 
House the middle of December, 
provides for the expenditure of 
$3.1 billion in the next three years 
with over half this amount com- 
ing from federal funds. State and 
local governments would match 
the federal funds for the construc- 
tion of bomb shelters which ex- 
perts believe would cost close to 
$2 billion. Other provisions of the 
bill outline regional stockpiling of 
materials such as engineering sup- 
plies, blood plasma and medical 
supplies, costing a total of $400 
million, all to be met by federal 
moneys. 


Hill-Burton Funds Debated 


That strong efforts will be made 
in January to add $75,000,000 to 
the federal government’s Hill-Bur- 
ton contribution for the current 
fiscal year was indicated by events 
in December. Four days before 
Christmas, the Senate voted to re- 
store the $75,000,000 which had 
been cut by order of the Bureau of 
the Budget last September. Earlier 
action by the House omitted the 
restored Hill-Burton funds from 
the appropriations bill. 

The imminent holidays preclud- 
ed presentation of the Senate- 
amended appropriations bill to the 
House for concurrence. Even if 
House agreement is not forthcom- 
ing, the chances are that efforts to 
restore the fund will be made in 
the new 82nd Congress. 

It is believed unlikely that Pres- 
ident Truman’s proposed federal 
budget for the 1952 fiscal year, be- 
ginning, July 1, 1951, will recom- 
mend the maximum of $150,000,000 
which Congress has authorized as 
the annual federal contribution to 
Hill-Burton expense. 

Signs are growing that the new 
Congress, convening January 3, 
will make still further reductions 
in Hill-Burton appropriations. It is 
even regarded as possible that no 
funds whatever will be allocated 
for this program in fiscal year 1952 
(beginning July 1, 1951) and, in- 
stead, any federal assistance for 
hospital construction will be ear- 
marked for Lanham-type projects 
in defense production areas of the 
country. 
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- Brief Facts on the Oral Administration of CORTONE: 

: Effectiveness: Clinical investigations have shown that Cortone administered orally is readily 

e absorbed. Action is more rapid and less prolonged than with parenteral administration. 

d Dosage: The required oral dosage is approximately the same as the parenteral. However, in 

: oral administration the daily requirement should be given in 2 to 4 divided doses at intervals 

2 of six to twelve hours. 
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Among the conditions in which Cortone has 
produced striking clinical improvement are: 


RHEUMATOID ARTHRITIS 


and Related Rheumatic Diseases 


Key to a New Era in Medical Science ACUTE RHEUMATIC FEVER 
ALLERGIC DISORDERS 
® (e. g., bronchial asthma, exfoliative 
dermatitis) 
INFLAMMATORY EYE DISEASES 
SKIN DISORDERS 






ACETATE (e. g., psoriasis, pemphigus) 
(CORTISONE Acetate Merck) LUPUS ERYTHEMATOSUS (Early) 
(11-Dehydro-17-hydroxycorticosterone -21-acetate) ADDISON’S DISEASE 














MERCK & CO., INC. 
Manufacturing Chemists 
FT RAHWAY, NEW JERSEY 





*CORTONE is the registered 
trade-mark of Merck & Co., Inc. 


for its brand of cortisone. 
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Hospital Standardization Program 


The American Hospital Associa- 
tion’s Board of Trustees last month 
approved in, principle a detailed 
report of progress toward Associa- 
tion participation in a_ hospital 
standardization and approval pro- 
gram. 

For the past few months negoti- 
ations have been under way by a 
committee of four, representing 
the American Hospital Association, 
the American Medical Association, 
the American College of Surgeons 
and the American College of Phy- 
sicians. This committee has been 
attempting to devise a workable 
standardization program in which 
all four organizations would par- 
ticipate. 

While the Board of Trustees ex- 
pressed reservations about this 
joint approach, it gave the Associ- 
ation’s negotiators a vote of con- 
fidence. 


Joint commission: It has been sug- 
gested that a joint commission on 
hospital standardization be estab- 
lished, to be composed of 18 mem- 
bers representing the American 
Hospital Association, the American 
Medical Association, the American 
College of Surgeons and the Amer- 
ican College of Physicians. 


Details of the proposed joint pro- 
gram are still being discussed and 
have not been announced, but no 
joint program will be adopted by 
the Association without House of 
Delegates approval. The next 
scheduled meeting of the House of 
Delegates is for St. Louis in Sep- 
tember 1951. If a suitable arrange- 
ment is reached before that time 
which requires immediate action, 
the House of Delegates probably 
will be called to a special meeting 
to consider it. Although a mail vote 
is a possibility, this is not consid- 
ered likely. 

In accordance with the commit- 
ment made to the House of Dele- 
gates, the dues increase for stand- 
ardization will not be spent for any 
other purpose, and the entire prob- 
lem will be discussed by the House 
of Delegates at its next meeting. 


Stand-by Generators 


Stand-by generators for emer- 
gency power were recommended 
for all new hospitals at last month’s 
Chicago meeting of the Associa- 
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tion’s Board of Trustees. The 
Board’s recommendation will be 
submitted to the National Fire Pro- 
tection Association for promulga- 
tion as an official standard. 

The stand-by generators must be 
large enough to supply all esti- 
mated current demands for re- 
quired areas and must be operated 
by a prime mover—an independent 
power source. The Board also 
agreed that it is desirable, but not 
mandatory, “that the hospital also 
be supplied by two independent 
power lines deriving their power 
from absolutely separated origins 
of power, with independent service 
lines located and installed sub- 
stantially to eliminate any likeli- 
hood of both services failing be- 
cause of storms and major catas- 
trophes.” The use of a bank of 
storage batteries does not consti- 
tute an adequate emergency source 
of power. 

For existing hospital structures 
or hospitals undergoing alterations, 
the stand-by generator operated by 
a prime mover is preferred but not 
specifically required as the source 
of emergency power. 

Emergency power: The Board’s 
recommendations specify that in 
new hospitals, alternate emergency 
power be supplied for: (1) Stair- 
ways designated as fire exits; (2) 
corridors leading to exits and exit 
stairs; (3) patient corridors; (4) 
nurses’ call systems; (5) one high- 
rise elevator in each building that 
is four or more stories high and 
houses patients; (6) exit signs and 
exit-direction signs; (7) telephone 
switchboard rooms; (8) operating, 
delivery and emergency rooms 
(illumination and wall recepta- 
cles); (9) newborn, pediatric and 
premature infant nurseries (illumi- 
nation and wall receptacles); (10) 
blood bank and bone bank refrig- 
eration equipment; (11) power 
plant; (12) electrical transformer 
room and main panel board area; 
(13) all psychiatric patient areas. 

Wiring arrangement: The Board’s 
recommendations call for a wiring 
system that covers a greater area 
than has been previously required 
in many local codes. Current con- 
sumption units of the emergency 
system must be able to receive cur- 
rent from the regular current 

source during normal times. Suit- 








able audible or visual signal de- 
vices shall be provided to indicate 
when a secondary source of energy 
is carrying the emergency current 
load. 

In existing hospitals: Total rewir- 
ing for an emergency would en- 
tail prohibitive expenses in exist- 
ing hospitals. These requirements, 
therefore, may be modified if pro- 
visions satisfactory to inspecting 
authorities are made to illuminate 
fire exits, corridors leading to exits, 
exit signs, operating and delivery 
rooms, and newborn, pediatric and 
premature nurseries and if suitable 
stand-by equipment is installed to 
provide emergency power for mo- 
tors and illumination required for 
the power plant area. An emer- 
gency power source is also required 
for the nurses’ call system. 

Maintenance: Monthly tests must 
be carried out to assure that auto- 
matic switching devices and auto- 
matic engine starting devices are 
in proper working condition. The 
administrator is responsible for 
maintaining a written record of 
these tests. The administrator of 
a hospital maintaining a system of 
storage batteries as part of the 
emergency electrical system shall 
maintain a record of monthly in- 
spections of the individual bat- 
teries. 


Intern Matching 


The Association’s Board of Trus- 
tees last month recommended hos- 
pital support of a test of mechan- 
ical matching of student and 
hospital preferences for intern ap- 
pointment. 

Results of this test run of the 
procedure during the year 1950-51 
will be compared with actual ap- 
pointments for the year, looking 
toward the possible utilization of 
mechanical equipment in a national 
appointment center to distribute 
hospital internship appointments 
for the year beginning July 1, 1952. 

This proposal was advanced by 
the Association of American Med- 
ical Colleges and presented to the 
Joint Committee on Internships at 
an October meeting in Lake Placid, 
N.Y. . 

The Council on Professional 
Practice originally objected to the 
plan on the grounds that although 
first choice students could be 
matched with hospitals showing 
such students as first choice, no 
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The Castle Explosion-Proof Safelight shown in a composite action photograph 
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mechanical plan could automat- 
ically match second, third, fourth 
and fifth students’ choices with 
second, third, fourth and fifth 
choices as determined by hospitals. 

New evidence was presented to 
the council chairman and the ex- 
ecutive director of the Association 
at a later meeting, and the Associa- 
tion of American Medical Colleges 
offered to finance a test run. Inas- 
much as the present method of in- 
tern appointment is considered un- 
satisfactory by many hospitals, it 
seemed reasonable to explore fully 
the possibilities of mechanical 
matching, so the test run for 1950- 
51 was agreed to. 


Radiologists Withdrawal 


The name of the American Col- 
lege of Radiology has been with- 
drawn from the list of organiza- 
tions approving the Principles of 
Relationship Between Hospitals and 
Radiologists, Anesthetists and Pa- 
thologists. 

These principles were first adopt- 
ed by the American Hospital Asso- 
ciation in 1939 and later reaffirmed 
by the House of Delegates. They 
had been approved also by the 
American Medical Association, the 
American College of Surgeons, the 
American College of Radiology, the 
American Society of Anesthesi- 
ologists and the College of Ameri- 
can Pathologists. 

The Board of Chancellors of the 
American College of Radiology re- 
cently officially withdrew its ap- 
proval of the principles. Last sum- 
mer the American Society of Anes- 
thesiologists voted to withdraw 
from endorsement of the.principles 
of relationship. 


International Relations 


During its Chicago meeting last 
month, the Association’s Board of 
Trustees voted approval of a pro- 
posal that the Association publicize 
and support the meeting of the 
International Hospital Federation 
in Brussels next July and encour- 
age the attendance, upon invitation, 
of representatives of government 
and voluntary organizations of the 
United States and Canada. 


Unemployment Compensation 


The American Hospital Associa- 
tion will continue its opposition to 
extension of unemployment com- 
pensation coverage to the hospital 
field as a result of action taken by 
the Board of Trustees last month. 
The Board approved a resolution 
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reaffirming Association policy in 
this regard. 

This motion was acted upon as 
a result of a growing feeling that 
now that Congress has acted upon 
social security coverage for hos- 
pitals, unemployment compensa- 
tion coverage will come in for study 
and further expansion. 


Hill-Burton Restoration 


The American Hospital Associa- 
tion went on record again last 
month in favor of restoration, if 
practicable, of the President’s 
autumn cutback of $75,000,000 in 
federal aid for hospital construc- 
tion under the Hill-Burton Act. 

At the Atlantic City convention 
in September, the Association’s 
House of Delegates voted to ask 
the President, through the Bureau 
of the Budget, to reconsider this 
cutback, citing the increased needs 
for hospital facilities precipitated 
by the international tension that 
last month led to a declaration of a 
national emergency. 

Meeting in Chicago last month, 
the Association’s Board of Trustees 
expressed its opinion that hospitals 
have a major significance in civil 
defense as well as a long-time im- 
portance to the nation’s welfare. 
Association officers were advised 
to view this cutback in the light of 
developments and possible changes 
in the international situation and 
to do everything they consider 
practicable toward restoring the 
full amount of government aid un- 
der these conditions. 


Mid-Year Conference 


State, local and regional hos- 
pital association programs will be 
reviewed at the annual Mid-Year 
Conference of the American Hos- 
pital Association, to be held in 
Chicago on February 9-10. Meet- 
ings and all sessions will be held 
at the Drake Hotel. 

A special breakfast meeting for 
presidents and secretaries of re- 
gional associations has been sched- 
uled for 7:30 a.m., Saturday, Feb- 
ruary 10. Discussion at this meet- 
ing will be on methods whereby 
the Association, through its Coun- 
cil on Association Services, can be 
of aid to the regional hospital 
groups in planning their conven- 
tion programs. 

Mid-Year Conferences each year 
furnish an opportunity for associa- 
tion leaders throughout the coun- 
try and Canada to discuss their 
various association programs and 
problems. 





Specific areas that will be cov- 
ered at the conference this year are 
the responsibilities of state associa- 
tions, the present status of unem- 
ployment compenation for hospital 
employees, hospitals and mobiliza- 
tion, project opportunities, pro- 
grams of immediate interest to 
hospital associations and coordi- 
nating state and national associa- 
tion activities. Major attention of 
conference sessions will be focused 
on practical programs for hospital 
associations. 


Architects’ Roster 


Publication of the Association’s 
roster of approved hospital archi- 
tects will be discontinued as a re- 
sult of Board of Trustees action 
last month. The architects’ approval 
program will continue in existence 
and the roster will be made avail- 
able when specifically requested. 

This action resulted from a joint 
recommendation of the Associa- 
tion’s Committee on Hospital -Ar- 
chitects’ Qualifications and the 
Council on Hospital Planning and 
Plant Operation. 

The joint resolution recommend- 
ed that the approval program be 
continued but that general publi- 
cation of the roster is no longer 
necessary for the accomplishment 
of the aims of the program. 

The American Institute of Archi- 
tects has expressed disapproval of 
publication of this roster. 


State Auxiliary Groups 


In 16 states there are now state- 
wide organizations of women’s hos- 
pital auxiliaries, more than half of 
which have been organized this 
past year. The newest of the group, 
in West Virginia, although organ- 
ized will not hold its first meeting 
until February. ‘ 

Most of the state auxiliary asso- 
ciations are closely allied with the 
state hospital associations, fre- 
quently holding their annual meet- 
ings in conjunction with the hos- 
pital group. Presidents of the new 
auxiliary organizations are, in 
many cases, appointed by or with 
the advice of the state hospital as- 
sociation. 

State auxiliary associations 
which have been organized and 
their presidents are: 

Connecticut .Association of Hos- 
pital Auxiliaries, Mrs. Morgan N. 
Holmes; Delaware Committee on 
Womens. Hospital Auxiliaries, Mrs. 
Frank L. Frost Jr.; District of Co- 
lumbia Committee on Womens 
Hospital Auxiliaries, Mrs. F. Eber- 
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hart Haynes; Illinois Hospital Aux- 
iliary Association, Mrs. H. A. Cam- 
lin. 

Indiana Hospital Auxiliaries As- 
sociation, Mrs. Arthur Fairbanks; 
Maryland Committee on Womens 
Hospital Auxiliaries, Mrs. Helen V. 
Cann; Council on Womens Aux- 
iliaries, Massachusetts Hospital As- 
sociation, Mrs. Abraham E. Pinan- 
ski; Michigan Association of Hos- 
pital Auxiliaries, Mrs. Ronald Yaw. 

Womens Auxiliary, Minnesota 
Hospital Association, Mrs. Sheffield 
West; Maine State Hospital Aux- 
iliary, Mrs. Lester F. Weeks; New 
Hampshire Hospital Auxiliaries 
Association, Mrs. Gordon Marble; 
New Jersey Association of Hospi- 
tal Auxiliaries, Mrs. Frank A. Lam- 
perti. 

Texas Association of Hospital 
Auxiliaries, Mrs. Eugene C. Hodg- 
es; Virginia Association of Womens 
Hospital Auxiliaries, Mrs. E. J. 
Clifton; West Virginia Auxiliary to 
the West Virginia Hospital Asso- 
ciation, Mrs. V. E. Holcombe, and 
Womens Auxiliary Committee of 
the Wisconsin Hospital Association, 
Mrs. Cecil D. Snyder. 


Philadelphia in 1952 
Philadelphia has been selected as 


the site for the 1952 Association 
convention. This decision was made 
by the Board of Trustees at last 
month’s Chicago meeting. The 1951 
convention will be in St. Louis, 
September 17-20. 


Committee Appointments 


With the appointment of John 
H. Hayes, superintendent of the 
Lenox Hill Hospital, New York 
City, to serve until 1955, the mem- 
bership of the Committee on Nomi- 
nation of Officers is now complete. 

F. Stanley Howe, Orange, N. J., 
has been appointed chairman of 
the Committee on Resolutions. 
Other members of this committee 
are: 

Dr. J. A. Katzive, Mount Zion 
Hospital, San Francisco; Nell Rob- 
inson, R.N., East Liverpool (Ohio) 
City Hospital; Clyde W. Fox, Wa- 
shoe Medical Center, Reno, and 
J. T. Lindberg, Fairmont (W. Va.) 
General Hospital. 


Eugenie M. Stuart, of the de- 
partment of hospital administra- 
tion in the University of Toronto’s 
school of hygiene, has accepted 
membership on the Library Com- 
mittee. 

Newly appointed members to the 
American Public Health Associa- 
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tion Committee on the Care of 
Communicable Diseases in General 
Hospitals are as follows: 

Dr. Irving F. Klein, Sea View 
Hospital, Staten Island, N. Y.; Dr. 
F. F. Schwentker, Johns Hopkins 
Hospital, Baltimore, and Catherine 
Amberson, Society of the New 
York Hospital, New York City. 


New Life Members 


Last month 24 persons were add- 
ed to the Association’s roster of 
life members. There are now 274 
persons so designated. In December 
of each year personal members 
who have paid dues for 25 years 
are eligible for the life member- 
ship classification, which exempts 
them from any further payment 
of dues. 

The new life members are: 





1951 NOMINATIONS 


The first meetings of the 
1951 Committee on Nomina- 
tion of Officers will be con- 
ducted during the Mid-Year 
Conference, February 9-10, 
at the Drake Hotel, Chicago. 
Meetings will be held in room 
M-10 on Friday, February 9, 
at 2 P.M., and on Saturday, 
February 10, at 10 a.M., also 
in room M-10. 

Members of the Association 
are invited to submit sugges- 
tions for consideration. These 
may be mailed in advance to 
the chairman or a committee 
member or may be made in 
person at committee session. 

The following slate of of- 
ficers is to be selected for 
presentation to the House of 
Delegates at St. Louis next 
September: President-elect; 
first, second and third vice 
presidents; treasurer, three 
members of the Board of 
Trustees. 

Dr. Donald C. Smelzer, 
Hospital Planning Agency— 
Citizens’ Conference, Phila- 
delphia, is committee chair- 
man. Members are Fred M. 
Walker, Grady Memorial 
Hospital, Atlanta; Dr. Ed- 
win L. Harmon, Grasslands 
Hospital, Valhalla, N. Y.; 
A. A. Aita, San Antonio Com- 
munity Hospital, Upland, 
Calif., and John H. Hayes, 
Lenox Hill Hospital, New 
York City. 











BARBER, CoRA E., assistant super- 
intendent, Butterworth Hospital, 
Grand Rapids, Mich. 

BARTRUFF, Rosa, R.N., superin- 
tendent, Lincoln Hospital, Toledo, 
Ore. 

BEELER, JAMES. Moss, M.D., ad- 
ministrator, Wabash Valley Sani- 
torium, Lafayette, Ind. 

CurTIS, Mrir1AM, R.N., superin- 
tendent, Syracuse (N. Y.) Memo- 
rial Hospital. 

CUSHING, ADELAIDE B., R.N., ad- 
ministrator, Eye, Ear, Nose and 
Throat Hospital, Pittsburgh. 

DAVIES, MABEL, superintendent, 
Beekman-Downtown Hospital, New 
York City. 

DUCKWORTH, HARRY A., architect 
and board member, St. Mary’s Ma- 
ter Misericordiae Hospital, Scran- 
ton, Pa. 

ELcock, Mrs. CHARLES E., ad- 
ministrator, F. W. Black Commun- 
ity Hospital, Lewistown, Pa. 

FLEER, HULDA C. A., Chicago. 

HAFEMEISTER, E. F., M.D., chief 
surgeon, Grand Army Home for 
Veterans, King, Wis. 

HUESTON, RALPH M., superin- 
tendent, Wesley Memorial Hospi- 
tal, Chicago. 

JEFFRIES, CARL D., director, Oak 
Ridge (Tenn.) Hospital. 

KELLISON, MAUDE L., R.N., night 
superintendent, Bozeman (Mont.) 
Deaconess Hospital. 

MaAcMastTER, Miss A. J., R.N., 
administrator, Restgauche and Bay 
Chaleur, Soldiers’ Memorial Hos- 
pital, Campbellton, N. B., Can. 

MARTIN, EDGAR, architect, Pond 
& Pond, Martin & Edgar, Chicago. 

McLAREN, MARGARET E., R.N., 
superintendent, Women’s Hospital, 
Flint, Mich. 

McNEE, JAMES, superintendent, 
St. Luke’s Hospital, Duluth, Minn. 

NELSON, R. W., superintendent, 
Portland (Ore.) Sanitarium and 
Hospital. 

SISTER M. ALPHONSUS, adminis- 
trator, St. Luke’s Hospital, New 
Bern, N. C. 

SMILEY, J. R., superintendent, 
St. Luke’s Hospital, Kansas City, 
Mo. 

Spry, Mrs. CEcILE Tracy, R.N., 
superintendent, General Hospital of 
Everett, Everett, Wash. 

THOMPSON, LILLIAN M., R.N., su- 
perintendent, Children’s Ortho- 
pedic Hospital, Seattle. 

WALTER, FRANK J., administra- 
tor, Good Samaritan Hospital, 
Portland, Ore. 

WILSON, RUTH COOK, executive 
director, Maritime Hospital Service 
Association, Moncton, N. B., Can. 
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New York Council Reports 


The 12th annual report of the 
Hospital Council of Greater New 
York, released last month for gen- 
eral distribution, describes the 
areas of study and responsibility 
in which the council has acted to 
accomplish its purpose of coordi- 
nating and improving hospital and 


health services of metropolitan 
New York. The public is increas- 
ingly aware of the value of the 
work of the council, according to 
Norman S. Goetz, president of the 
hospital council. 


Special studies: Of five studies 
undertaken in the past year, four 
have been published and the fifth 
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is to be released soon. Reports ti- 
tled “The Importance of the Hos- 
pital as a Tuberculosis Case Find- 
ing Center,” “The Fulltime System 
of Medicine” and “Hospitals and 
Related Facilities in New York 
City” appeared earlier this year. 
A study of emergency ambulance 
service in New York City, a sum- 
mary of which follows, was pub- 
lished early in December. 

A study of hospital staff appoint- 
ments, to appear soon after the 
first of the year, makes an analysis 
of staff appointments in the five 
boroughs of the city. 

Master plan: The council’s master 
plan for hospitals and related fa- 
cilities, initiated two years ago, 
now has 45 participating hospitals, 
an increase of six during the year. 
Underlying the master plan is the 
idea that the cooperative develop- 
ment of hospital service is neces- 
sary to carry out the responsibility 
of the hospital to the community. 

As part of its work for the year 
ahead, the council is assisting Dr. 
Marcus Kogel, commissioner of 
hospitals and director of the med- 
ical emergency division of the New 
York City office of civil defense, by 
making an inventory of the hospi- 
tal facilities available for the civil- 
ian population of the city. 


New York Ambulance Service 


Changes in the organization and 
control of emergency ambulance 
service in New York City have 
been recommended in a special 
study published during December 
by the Hospital Council of Greater 
New York. The suggestions for im- 
provement of service are based on 
statistics for the last 20 years re- 
lating to ambulance calls and serv- 
ice in New York City. 

Single agency: The main recom- 
mendation of the report is for the 
establishment of a single municipal 
agency to operate the emergency 
ambulance service. Suggested agen- 
cies are the department of hospi- 
tals, the fire department and the 
police department. The latter is 
considered the most feasible be- 
cause emergency calls are chan- 
neled through.the police depart- 
ment, and the stationing of ambu- 
lances at police stations throughout 
the boroughs would enable re- 
sponse to calls. 

As a test project, operation of 
emergency ambulance service un- 
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der a single agency in one of the 
five boroughs, probably Queens, is 
suggested in the report. 

Other recommendations: The 
council also recommended that: 
Two-way communication between 
the ambulances en route and dis- 
patching headquarters be provided 
as an aid to efficient service; 
trained attendants rather than 
physicians ride on ambulances, 
and a larger number of hospitals 
receive patients for care. 


At the present time, emergency 
ambulance service in New York 
City costs about $2,000,000 a year, 
with $1,200,000 of this amount 
spent by the city and $800,000 by 
the voluntary hospitals. During 
1949 363,400 calls were answered. 
Emergency ambulance service is 
provided by 44 general hospitals— 
32 voluntary and 12 municipal hos- 
pitals—operating 100 ambulances. 

According to Norman S. Goetz, 
president of the council, and Dr. 
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John B. Pastore, executive direc- 
tor, the recommended plan of emer- 
gency ambulance service probably 
would cost no more than the exist- 
ing system. 


Decision for Osteopaths 


Osteopaths in Audrain County, 
Mo., have won a court decision al- 
lowing them to take their patients 
to the county hospital. Decision in 
the case came in late November as 
Circuit Judge Sam C. Blair of Jef- 
ferson City defined osteopathy as a 
“school of medicine” and declared 
“osteopathic physicians and sur- 
geons are practitioners of a school 
of medicine and are ‘physicians’ 
within the meaning of the Missouri 
statutes regulating their ‘practice, 
rights and duties.” 

The board of trustees of Audrain 
County Hospital in Mexico, Mo., 
initiated the action asking the court 
to declare the law as to the rights, 
privileges and duties of the board, 
the medical doctor and osteopathic 
physicians. All the physicians and 
osteopaths in the county, as well as 
their professional organizations, 
were made parties to the case. The 
Missouri State Medical Society, al- 
so a party to the suit, is expected 
to appeal the case to the Missouri 
Supreme Court. 

Audrain County Hospital had a 
trustee ruling dated 1940 which 
prohibited osteopaths from prac- 
ticing their profession in that hos- 
pital. 


Top Enrollment in 1950 


By the end of 1950, the 1,200 
state-approved schools of nursing 
in the United States had enrolled 
their largest class of freshman stu- 
dents in five years. The announce- 
ment that a total of 44,185 students 
were admitted to basic nursing 
programs during 1950 was made 
late in November by Theresa I. 
Lynch, chairman of the Committee 
on Careers in Nursing and dean of 
the school of nursing at the Uni- 
versity of Pennsylvania. 

Admissions this year increased 
1.3 per cent over admissions for 
1949 which had set a peacetime 
record enrollment of 43,612. 

Twenty-two states reported in- 
creased admissions. The largest 
percentage increases were in Mis- 
sissippi and Louisiana with 28 and 
53 per cent, respectively. 

Of the 26 states showing fewer 
admissions during 1950, 17 were in 
the southern and far western sec- 
tions of the country. 

A decided change in the time of 
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admission was reported this year 
continuing a trend which has been 
apparent for several years, accord- 
ing to Miss Lynch. Admissions be- 
tween July and December totaled 
almost 1,800 more than in the last 
six months of 1949, but 1,200 fewer 
students entered schools of nursing 
between January and June than in 
the preceding year. 


Retirement Association 


About 2,300 nonprofit organiza- 
tions, representing 25,000 individ- 
uals, are enrolled in the National 
Health and Welfare Retirement 
Association, according to a report 
made by Milton H. Glover, presi- 
dent of the association, at its an- 
nual meeting during November. 
Since its incorporation in 1945, the 
association has paid out over 
$500,000 in death benefits, and 
1,000 workers have started receiv- 
ing pension benefits. 


City Rate for Baby Care 


The Greater New York Hospital 
Association has clarified earlier an- 
nouncements regarding the in- 
creased rate which will be paid by 
the city of New York for care of 
premature babies. The rate has 
been increased from $4.50 to $12 
per day but will be paid only to 
hospitals with premature centers 
approved by the city. Only four 
hospitals have qualified to date: 
St. Vincent’s Hospital, New York 
Hospital, Flushing Hospital and 
Babies Hospital of Columbia-Pres- 
byterian Medical Center. 


Red Cross 1951 Drive 


A goal of $85,000,000 has been 
set for the annual fund-raising 
drive of the American Red Cross, 
scheduled for March 1-31, under 
the direction of Brig. Gen. David 
Sarnoff, national chairman of the 
1951 campaign. This year’s cam- 
paign slogan, ‘Mobilize for De- 
fense,” emphasizes the many re- 
sponsibilities for civilian defense 
which have fallen to the Red Cross 
in recent months. 

The new president of the Amer- 
ican Red Cross, E. Roland Harri- 
man, last month asked that gifts 
to the Red Cross campaign . be 
made in amounts suited to “the 
present world situation—in other 
words, a war situation.” 

Under the presidency of Gen. 
George C. Marshall, Red Cross 
blood bank facilities were made 
available to Gen. Douglas MacAr- 
thur for casualties in Korea. The 
Red Cross also has undertaken the 
responsibility for training 20,000,- 


JANUARY 1951, VOL. 25 








..Calls for 

REMINGTON 
N-0-1-S-E-L-E-S-S 
TYPEWRITERS 


Now, more than ever, efficient hospital administration 
demands the use of new Remington Noiseless Typewriters — 
the only typewriters manufactured today based on an exclusive 
Pressure Printing Principle to assure silent operation. 














Scientific surveys show that hospital staff members can 

work more efficiently, more productively, with less fatigue, 
in quiet office surroundings. That’s why modern, progressive 
hospitals are switching to Remington Noiseless Typewriters. 
They insure faster, more productive typing with a minimum 
of sound. Mail the coupon below for detailed information 

on the Remington Noiseless. 







Remington Rand, Room 2624, 
315 Fourth Ave., "New York 10, N.Y. 


(J Please send me descriptive 
folder RN 8435, on how to attain 
“Typing Perfection with Quiet.” 





Hospital 





Addr 





City.___ Zone—__State___ 


Meas Li THE FIRST NAME 
Paes IN i 


























J 


a eee cee cee ee ee ee eee eee ee oe ee oe 
















000 people in elementary first aid 
and giving nursing training to 
75,000. 


Adopts 40-Hour Week 


More than 200 employees at 
Women’s Medical College of Penn- 
sylvania and its hospital were put 
on a 40-hour work week the mid- 
dle of November. This is the first 
hospital in Philadelphia to adopt 
the standard work week for all 
employees. 

Reduction of hours, amounting 


to as much as a 17 per cent cut in 
some cases, was decided upon, ac- 
cording to a hospital spokesman, in 
order to cut down a very high 
turnover rate. Donald C. Rubel, 
chairman of the board of corpo- 
rators, said that for the year end- 
ing Oct. 1, 1950, 217 positions at 
the hospital had been filled by a 
total of 391 persons, representing 
a personnel turnover of 80 per 
cent. 

At the same time that the hospi- 
tal work week was shortened, the 
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board approved employee partici- 
pation in Old Age and Survivors 
Insurance and submitted the ques- 
tion of social security to the em- 
ployees. The annual cost of the 40- 
hour week and other benefits will 
be $85,000, according to Mr. Rubel. 
George A. Hay is administrator of 
the hospital of the Women’s Medi- 
cal College of Pennsylvania. 


University Programs 


Hospital administration pro- 
grams at the University of Cali- 
fornia and Johns Hopkins were ad- 
mitted to membership in the Asso- 
ciation of University Programs in 
Hospital Administration, at the 
semi-annual meeting of that group 
held in Chicago, December 1-2. 
Both these programs have met all 
criteria required for membership 
in the association, including a min- 
imum of one full academic year of 
operation. 

Dr. John E. Gorrell, director of 
the hospital administration pro- 
gram at Columbia University, New 
York City, is chairman of the as- 
sociation for the coming year. By- 
laws of the group specify that the 
chairmanship will rotate in a spe- 
cific order among the programs. 

To succeed Mary Johnson as 
secretary-treasurer, the association 
appointed Marguerite M. Ducker. 
Miss Ducker is assistant director of 
the hospital administration course 
at Northwestern University, Chi- 
cago. 

Three new university programs 
which are not members of the asso- 
ciation sent representatives to the 
December meeting. From the Med- 
ical Field Service School, Brooke 
Army Medical Center, Fort Sam 
Houston,: Texas, came Col. Byron 
Steger and Lt. Col. James T. Rich- 
ards. Dr. Glidden Brook and Wal- 
ter McNerney represented the new 
program at the University of Pitts- 
burgh, and Gerhard Hartman, di- 
rector of the University of Iowa 
course, attended the meeting. 


Industrial Medicine 


The University of Michigan and 
the General Motors Corporation, 
in a joint announcement last 
month, reported the establishment 
of the Institute of Industrial Health 
at Ann Arbor, Mich. Operation of 
the institute is scheduled to begin 
the first of the year. It will carry 
on research, educational and serv- 
ice programs in industrial medi- 
cine, health and safety. 

Findings of the institute will be 
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made available to all companies 
and employees of American indus- 
try, according to Charles E. Wil- 
son, president of General Motors. 
Fellowships, scholarships and hos- 
pital residencies will be provided 
for persons in the health field who 
are interested in industrial medi- 
cine. 

An initial grant of $1,500,000 
has been made by General Motors 
to establish the institute. Annual 
payments of $100,000 will be made 
by the corporation for 10 years, to 
be applied toward research, fac- 
ulty and other expenses. 





INSTITUTES 

(For additional information address Associa- 
tion headquarters, 18 E. Division Street, 
Chicago 10.) 

Institute on Medical Record Libraries—Jan. 
22-26, 1951; Chicago (Knickerbocker 
Hotel}. 

Institute on Personnel Relations—Jan. 29- 
Feb. 2; Santa Barbara, Calif. (Mar Monte 
Hotel). 

Institute for Nurse Anesthetists—Feb. 19-23; 
Birmingham, Ala. (Jefferson-Hillman Hos- 
pital. 

Institute on Housekeeping — May; Pitts- 
burgh.* 

Institute on Dietetics, in conjunction with 
New England Hospital Assembly—March 
29-30; Boston. 

Institute on Purchasing, in conjunction with 
Southeastern Hospital Conference—April 
2-3; St. Petersburg (Vinoy-Park Hotel). 

Institute on Personnel Relations, in conjunc- 
tion with Midwest Hospital Association— 
April 9-10; Kansas City, Mo. 

Institute on Public Relations, in conjunction 
with Carolinas-Virginias Hospital Confer- 
ence—April 24-25; Roanoke, Va. (Roanoke 
Hotel). 

Institute on Personnel Relations, in conjunc- 
tion with Texas Hospital Association— 
April 27-28; San Antonio (Plaza Hotel). 

Institute on Laundries, in conjunction with 
Tri-State Hospital Assembly—May 3-4; 
Chicago (Palmer House). 

Institute on Administrative Utilization of Ac- 
counting Data, in conjunction with Upper 
Midwest Hospital Conference—May 1|4- 
15; Minneapolis (Nicollet Hotel). 

Institute on Credit and Collections, in con- 
junction with Middle Atlantic Hospital As- 
sembly—May 21-22; Atlantic City (Cla- 
tidge Hotel). 

Institute on Engineering—June 4-8; New York 
City (Hotel New Yorker). 

Institute on Pharmacies—June; New Or- 
leans.* 

Institute on Dietetics—June; California.* 

Institute on Public Relations—June 18-20; 
Se se N. J. (Westminster Choir Col- 
ege). 

Institute on Purchasing—Oct. 22-26, 1951; 
Highland Park, III. (Moraine Hotel). 

Institute on Establishment—Nov. 5-9, 1951; 
Washington, D. C. (Wardman Park). 

Institute on Personnel Relations—Nov. 5-9; 
Richmond, Va. (John Marshall Hotel). 

Institute on Laundries—November; Boston.* 

Institute on Financial Administration of the 
Proprietary Hospital—November; Hous- 
ton, Texas. 


*The exact date and location of the insti- 
tute will be announced later. 
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Write for Catalog No. 203 today. 
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OFFICERS and trustees of the Illinois Hospital Association are: Standing (from left) Orville 

Peterson; Wendell H. Carlson; Rev. Clement Schindler; Russell H. Duncan; Leo M. Lyons, DR. ANTHONY J. J. Rourke, president-elect 

retiring president; President Leslie, D. Reid; President-elect Erwin W. Wegge, and Dr. of the American Hospital Association, and 
George Bugbee, Association executive direc- 


George H. Van Dusen. Seated are Rev. Joseph A. George, Charles A. Lindquist, Myrtle 
McAhren and Victor S. Lindberg. Trustee Stuart K. Hummel was not present for the picture. tor, participated in the California meeting. 


BOARD members for 1950 of the Association of California Hospitals are pictured below. 
Standing (from left) are President-elect Dr. G. Otis Whitecotton, Ellard L. Slack, Msgr. 
Thomas J. O'Dwyer, Orville N. Booth and Fred W. Moore. Seated are George U. Wood, 
President Emanuel Weisberger and Wilber L. Krell, past president. Not present were Robert 
L. Bacon, George J. Badenhausen, Alden B. Mills, Dr. H. M. Walton and Leroy R. Bruce. 


MISSOURI held its second trustee institute 
in conjunction with the annual meeting. H. 
J. Mohler, president of the Missouri Pa- 
cific Hospital Association, above, was one 
of the speakers at the trustees’ luncheon. 


LOUIS Liswood, president of the Colorado Hospital Association, 
is congratulated by his associates. Shown above (from left) are 
President-elect Henry H. Hill; Dr. James P. Dixon, retiring presi- 
dent; Mr. Liswood, and L. P. Goudy, American Hospital Association. 
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1951 OFFICERS and trustees of the Missouri Hospital Association 
are (from left) Edward A. Thomson, Herbert S. Wright, Dr. David 
Littauer, Mrs. Cornelia S. Knowles, Rev. E. C. Hofius, C. E. Copeland, 
George E. Masters, Mrs. Irene F. McCabe and C. Steacy Pickell. 
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Missouri 


Trustees, auxiliary members and 
administrators participated in the 
two-day meeting of the Missouri 
Hospital Association, held in St. 
Louis, November 16-17. Meetings 
the first day were planned entirely 
for hospital trustees and auxiliary 
members. 

An attendance of more than 100 
was recorded for this year’s trustee 
institute on the general problem of 
the responsibility of the adminis- 
trator and the trustees for the con- 
trol of the quality of medical care. 
At this same session the new stand- 
ardization program of the Amer- 
ican Hospital Association was ex- 
plained by Dr. Frank R. Bradley, 
Association trustee and adminis- 
trator of Barnes Hospital,. St. 
Louis. 

Women auxiliary members at- 
tending the meeting voted unani- 
mously to form an auxiliary sec- 
tion of the Missouri Hospital 
Association. A committee repre- 
senting the six council areas will 
be appointed to set up the organ- 
ization. 

Social security coverage for hos- 
pital employees, fire insurance 
rates and Tennessee’s experience 
in obtaining rate reductions, and 
Minnesota’s program for the indi- 
gent and medically indigent were 
discussed, together with other top- 
ics, on the second day. 

At the annual banquet, students 
in the Washington University, St. 
Louis, course in hospital adminis- 
tration presented an original, two- 
act play, written by David A. Gee, 
administrative resident at Jewish 
Hospital. 

C. E. Copeland, superintendent 
of the Missouri Baptist Hospital, 
St. Louis, is president of the asso- 
ciation for 1951. The delegates 
named as president-elect C. Steacy 
Pickell, business manager of Kan- 
sas City General Hospital. 

Other officers for 1951 are: First 
vice president, Herbert S. Wright, 
superintendent of Southeast Mis- 
souri Hospital, Cape Girardeau; 
second vice president, Dr. David 
Littauer, director of Menorah Hos- 
pital, Kansas City, and treasurer, 
Rev. E. C. Hofius, superintendent 
of Lutheran Hospital, St. Louis. 
Mrs. Irene F. McCabe is executive- 
secretary of the Missouri associa- 
tion. 
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Colorado 


Louis Liswood, superintendent 
of National Jewish Hospital, Den- 
ver, was installed as president of 
the Colorado Hospital Association 
during its annual meeting in Den- 
ver, November 8-9. Mr. Liswood 
succeeds Dr. James P. Dixon, med- 
ical director of Denver General 
Hospital. 

Included in the program was a 
symposium on nursing problems of 
particular interest to the admin- 
istrator. The four speakers at this 
session talked on recruitment of 
nurses, reciprocity, organization of 
a practical nurse teaching program 
and correlating nursing care in the 
hospital. 


Among other officers for the 


coming year are the president- 
elect, Henry H. Hill, administrator 
of Weld County Public Hospital, 
Greeley; vice president, Sister 
Mary Lina, superintendent of St. 
Francis Hospital, Colorado Springs; 
executive secretary, Robert A. 
Pontow, assistant administrator of 
Colorado General Hospital, Den- 
ver, and treasurer, M. A. Moritz, 
business manager of Denver Gen- 
eral Hospital. 


Illinois 


Delegates to the annual meeting 
of the Illinois Hospital Association, 
held in Springfield, November 29- 
December 1, passed a resolution 
requesting the state department of 
public instruction to conduct pre- 


nursing courses throughout the 
state of Illinois. The courses, in- 
cluding elementary nursing arts, 
would be established to augment 
hospital-sponsored nursing pro- 
grams. 

Dr. Malcolm T. MacEachern who 
recently retired as director of the 
hospital standardization program 
of the American College of Sur- 
geons was voted an honorary life 
personal membership in the Illinois 
association in recognition of his 
contribution to the organization. 

Leslie D. Reid, superintendent of 
Presbyterian Hospital, Chicago, is 
president of the Illinois association 
for the 1951 calendar year. 

Other officers elected for terms 
beginning Jan. 1, 1951, are: Pres- 
ident-elect, Erwin W. Wegge, busi- 
ness manager of Moline Public 
Hospital; first vice president, Rus- 
sell H. Duncan, administrator of 
Carle Memorial Hospital, Urbana; 
second vice president, Rev. Clem- 
ent G. Schindler, director of Catho- 
lic, hospitals, diocese of Belleville, 
East St. Louis, and secretary-treas- 
urer, George H. Van Dusen, D.D.S., 
administrator of Christian Welfare 
Hospital, East St. Louis. 


California 


Delegates to the annual meeting 
of the Association of California 
Hospitals, held in Santa Barbara, 
November 14-16, heard talks and 
discussions on the general theme 
of hospital economics. Speakers 
addressed the association on such 


FLORIDA Hospital Association installed new officers at its meeting in Orlando during 
December. Pictured above (from left) are the immediate past president, Dr. C. C. Hill- 
man; president-elect, Mother Loretta Mary; secretary-treasurer, Mrs. Garnett L. Radin, 
and president, Norman L. Losh. H. A. Schroder is executive secretary of the association. 
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topics as state and federal legisla- 
tion, civil defense programs, in- 
surance, taxes and labor problems. 

Emanuel Weisberger, adminis- 
trator of Cedars of Lebanon Hos- 
pital, Los Angeles, is the new pres- 
ident of the California association, 
succeeding Wilber L. Krell, ad- 
ministrator of the Mills Memorial 
Hospital, San Mateo. 

Also elected to lead the associa- 
tion were: President-elect, Dr. G. 
Otis Whitecotton, medical director 





of Alameda County Institutions, 
Oakland; first vice president, 
Thomas P. Langdon, administra- 
tor, Hahnemann Hospital, San 
Francisco; second vice president, 
Ralph J. Hromadka, superintend- 
ent of Santa Monica Hospital, 
and treasurer, Walter M. Oliver, 
director of Children’s Hospital, 
San Francisco. 

J. E. ‘Smits, superintendent of 
Harbor General Hospital, Torrance, 
and E. L. Place, superintendent of 
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St. Helena Sanitarium and Hospi- 
tal, Sanitarium, Cal., were elected 
to three-year terms as trustees of 
the association. 

A resolution passed by the as- 
sociation urged the establishment 
of more accredited schools of nurs- 
ing in the state. Financing of these 
new schools should rest in part on 
public funds, and, in addition, the 
association suggested that the pos- 
sibility of joint operation of schools 
by neighboring hospitals should be 
explored. 


Florida 


Norman L. Losh was installed 
as president of the Florida Hospi- 
tal Association during,its annual 
meeting in Orlando, December 4- 
5. Mr. Losh is administrator of 
Orange Memorial Hospital, Or- 
lando, and succeeds Dr. C. C. Hill- 
man, director of Jackson Memorial 
Hospital, Miami, in the presidency. 

Other officers selected by the 
delegates to lead the Florida asso- 
ciation in the coming year are: 
President-elect, Mother Loretta 
Mary, superintendent of St. Jo- 
seph’s Hospital, Tampa; and sec- 
retary-treasurer, Mrs. Garnett L. 
Radin, superintendent of Indian 
River Memorial Hospital, Vero 
Beach. H. A. Schroder, executive 
director of the Florida Blue Cross 
plan, was appointed executive sec- 
retary. 

Representatives of the state 
nursing and nurse anesthetist or- 
ganizations met with the hospital 
association during one of the four 
general sessions. Other sessions 
were on economy measures and 
front office procedures and pub- 
lic relations. 


South Dakota 


Mother M. William, superin- 
tendent of St. Luke’s Hospital, 
Aberdeen, is president of the South 
Dakota Hospital Association for 
the coming year. Vice president of 
the association is E. E. Pengelly, 
administrator of Black Hills Gen- 
eral Hospital, Rapid City, and sec- 
retary-treasurer is Thomas E. Ha- 
gen, administrator of Luther Hos- 
pital, Watertown. 


Connecticut 


The 3lst annual meeting of the 
Connecticut Hospital Association 
was held in New Haven, Novem- 
ber 21. Among resolutions passed 
by the delegates was a recommen- 
dation to Connecticut’s representa- 
tives in Congress that the cutback 
in Hill-Burton funds be restored 
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so that hospital construction now 
under way may be completed. The 
association also recommended that 
the recent administrative order 
barring grants for split projects of 
hospital construction be with- 
drawn so that funds available for 
Connecticut hospitals can be allo- 
cated to give assistance to a larger 
number of hospitals. 

Officers elected to serve this 
coming year are: President, Dr. 
Isadore S. Geetter, director of 
Mount Sinai Hospital, Hartford; 
vice president, Edward K. Warren, 
chairman of the board of trustees, 
Greenwich Hospital, and treasurer, 
Philip A. Johnson, president of W. 
W. Backus Hospital, Norwich. Hi- 
ram Sibley is executive director of 
the Connecticut association. 


Kansas Hospital Association held 
its annual convention on Novem- 
ber 9-10 in Wichita, with an at- 
tendance of close to 250 persons. 
Officers elected at the meeting 
are: 

President, Sister Rose Irene, 
C.S.J., accountant at St. Anthony’s 
Hospital, Sabetha; president-elect, 
Bruce W. Dickson Jr., administra- 
tor of Bethany Hospital, Kansas 
City; vice president, Sister M. Alo- 
ysia, C.S.J., administrator of Mt. 
Carmel Hospital, Pittsburgh, and 
secretary-treasurer, Carl C. Lam- 
ley, executive director of Stor- 
mont-Vail Hospitals, Topeka. 

Meeting with the Kansas asso- 
ciations were the state chapters of 
the American Association of Medi- 
cal Record Librarians, American 
Association of Nurse Anesthetists 
and American Association of Hos- 
pital Accountants. 


Nebraska 


More than 150 administrators 
and department heads of Nebras- 
ka hospitals attended the annuai 
meeting of the Nebraska Hospi- 
tal Association in Lincoln, Novem- 
ber 16-17. With a program based 
on the theme, “Modern Warfare 
Creates New Problems for Hos- 
pitals,” the two-day meeting had 
short, pertinent speeches on the 
problems which hospitals may 
have to deal with in the future. 

Eugene Saxton, administrator of 
Dodge County Community Hospi- 
tal, Fremont, was elected president 
of the Nebraska association. Other 
officers elected at the November 
meeting are the president-elect, 
James G. Carr Jr., assistant ad- 
ministrator of University of Ne- 
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braska Hospital, Omaha; vice 
president, T. J. McGinty, admin- 
istrator of Lincoln General Hos- 
pital; secretary, Paul Finnman, 
business manager of Immanuel 
Deaconess Hospital, Omaha, and 
treasurer, Sister Mary Kevin, di- 
rector of nurses at St. Catherines 
Hospital, Omaha. 


Michigan 


B. D. Dann, superintendent of 
Hackley Hospital, Muskegon, was 


installed as president of the Michi- 
gan Hospital Association during 
the annual meeting in Detroit, No- 
vember 12-14. Delegates to the 
meeting elected Glen W. Fausey, 
director of Edward W. Sparrow 
Hospital, Lansing, to be president- 
elect of the organization. 

More than three hundred hospi- 
tal representatives attended the 
three-day session, including wom- 
en’s hospital auxiliary members. A 
revision of the Michigan associa- 
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tion by-laws was made this past 
year to provide institutional mem- 
bership for auxiliaries to member 
hospitals. The Michigan associa- 
tion has a total of 192 institutional 
and 162 personal members. 

The new president, Mr. Dann, 
succeeds Dr. E. Dwight Barnett, 
director of The Harper Hospital, 
Detroit. Other new officers are: 
First vice president, Sister Mar- 
tina Murray, superintendent of 
Providence Hospital, Detroit; sec- 


ond vice president, Mrs. Esther 
Morris, administrator of Allegan 
Health Center, and treasurer, Mil- 
dred Riese, administrator of Chil- 
drens Hospital of Michigan, De- 
troit. Allan Barth is executive 
secretary of the association. 


Surgeons Conferences 


The American College of Sur- 
geons will hold seven sectional 
meetings during the winter and 
spring of 1951, the first of which 
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Design Approved for Use 
by the OAK RIDGE 
INSTITUTE of | 
NUCLEAR STUDIES 


No. 3600—Kewaunee’s 
“FUME HOOD of the FUTURE” 


The FUME HOOD 
of the FUTURE.. 


is Yours Today 





The Hood is made with stainless steel interiors and ducts throughout 
and incorporates a stainless steel working surface and trough. The 
working surface will support a load of 4,000 pounds. The Hood in- 
corporates a new system of airfoils, baffles and ducts which provides 
a uniform flow of air over the entire face of the Hood, thus assuring 
evacuation of gases at extremely low velocities without interference 
from reverse eddies or turbulence. No auxiliary duplicate duct system 


for incoming air is required. 


Write for Descriptive Literature and Drawings available now on 
Kewaunee No. 3600—"The Fume Hood of the Future” 


Aeuiauiee Mg: Gr 
C. G. Campbell, President 


5082 S. Center Street 


Adrian, Michigan 


Representatives in Principal Cities 








will be in St. Louis, January 22-24, 
at the Statler Hotel. Members of 
the medical profession, students 
and hospital employees are invited 
to attend the sessions which will 
include medical motion pictures, 
scientific discussions and hospital 
conferences. 

Other conferences will be held 
in Hot Springs, Va. (The Home- 
stead), February 26-27; Philadel- 
phia (Bellevue-Stratford Hotel), 
March 5-7; New Haven, Conn. 
(Taft Hotel), March 16-17; Port- 
land, Ore. (Multnomah Hotel), 
March 26-27; Denver (Cosmopol- 
itan Hotel), April 5-7, and Detroit 
(Book-Cadillac Hotel), May 9-11. 


Potomac Area 


Methods of correcting the nurs- 
ing shortage and defense planning 
of hospitals were among the sub- 
jects examined by leaders of the 
Maryland-District of Columbia- 
Delaware Hospital Association at 
its 10th annual meeting in Balti- 
more, October 30-31. 

Regarding the nursing shortage, 
Dr. Edwin L. Crosby, director of 
Johns Hopkins Hospital, Balti- 
more, said that what has been one 
of the major problems of hospitals 
is now worse because of the Korean 
situation. Dr. Crosby outlined the 
American Hospital Association pro- 
gram of federal aid to nursing edu- 
cation so that more nurses can be 
educated and a joint agency on the 
national level with responsibility 
for procurement and assignment of 
nurses. Participating in the agency 
would be the American Medical 
Association, the national nursing 
organizations, the National Secur- 
ity Resources Board and the Amer- 
ican Hospital Association. 

Richard R. Griffith, director of 
Delaware Hospital, Wilmington, 
was installed as president, succeed- 
ing Leo Schmelzer, director of Gar- 
field Hospital, Washington, D. C. 

Other officers elected for the 
coming year are: President-elect, 
Carroll D. Hill, director of Union 
Memorial Hospital, Baltimore; first 
vice president, Sister Paul, admin- 
istrator of Seton Institute, Balti- 
more; second vice president, Mrs. 
Grace L. Little, administrator of 
Memorial Hospital, Wilmington; 
third vice president, Charles E. 
Burbridge, administrator of Freed- 
men’s Hospital, Washington, D. C., 
and treasurer, Harry O. Humbert, 
controller of Johns Hopkins Hos- 
pital, Baltimore. A. K. Parris, Bal- 
timore is executive secretary of 
the association. 
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“HOUSE 


of 


MERCY” 





This dramatic RKO-Pathe documentary film 
may now be purchased for use in TELLING 
YOUR HOSPITAL’S STORY to the community. 


Use it as a most valuable 
public relations aid. 


Show “House of Mercy” to civic and church 
groups... veterans’ organizations . . . schools 

. . and other community groups to improve 
their understanding of the hospital and how 


it serves them. 
& 


PURCHASE PRICE: $6C PER PRINT 


For more information, write: 


American Hospital Association 
18 East Division Street e Chicago 10, Illinois 





Now Available in 16mm. Prints 
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Send tor your copy today 


This new Hill-Rom catalog presents an entirely 
new and modern line of hospital furniture, built of 
both wood and metal and incorporating many new 
ideas in design, construction and finish, with im- 
provements and refinements that make for better 
service, greater convenience and easier cleaning. 










New, Modern Room Groupings—Two new room group- 
ings, one in Pencil Stripe Walnut, the other in Rift Oak, 
with beautiful new designs in beds, bedside cabinets, 
dressers, flower tables, overbed tables, arm chairs, 
straight chairs, ottomans—in fact everything needed in 
the modern hospital room. Frames and legs are of satin 
finish aluminum. 

































New Trendelenburg Springs—Two new Trendelenburg 
Springs—a two-crank model and a crankless automatic 
model, both of which are mechanically as perfect as the 
popular Hill-Rom Gatch Spring and are easily adjusted 
to any desired position. 

Your copy of this new catalog will be sent on request. 


HILL-ROM COMPANY, INC. ¢ BATESVILLE, INDIANA 


‘: HILL-ROM 















* Surnture for hhe Modem Hosptial 























-. PLANNING, CONSTRUCTION -:. 





New Medical Center 


Plans for the creation of a new 
medical center in Philadelphia 
have been announced by the Fed- 
eration of Jewish Charities of 
Philadelphia, which last month 
celebrated its 50th year of activity. 
A fund-raising program will be 
started soon to raise $3,000,000. 
Funds on hand, to be used in es- 
tablishing the center, amount to 
$2,000,000. 

Three hospitals in Philadelphia 
already have merged to form a 
nucleus for the new medical cen- 
ter. The three, Mount Sinai, North- 
ern Liberties and Jewish hospitals, 
will be joined later by Philadel- 
phia Psychiatric Hospital, Eagle- 
ville Sanatorium, Community 
Health Center and Willow Crest 
Convalescent Home. 


Baylor Dedication 


The George W. Truett Memorial 
Hospital, a unit of Baylor Hospital, 
Dallas, was dedicated at a private 
service on November 30. The new 
building will have a capacity of 
450 beds. Boone Powell is admin- 
istrator of Baylor Hospital. 


100-Bed Nursery 


Construction has been started on 
the new nursery building and ad- 
dition to St. Vincent’s Hospital, 
Montclair, N. J. Facilities for 100 
foundlings, all under one year of 
age, will be provided in the Daniel 
and Mary A. Halloran Pavilion, 
named in memory of the donors. 

The one-story and basement 
structure, scheduled for completion 





CONSTRUCTION was started this fall on the new, $3,500,000 cen- 
tral building for New England Deaconess Hospital, Boston. Air con- 
ditioned operating suites, central supply and x-ray rooms will be 
on two floors, with administration offices, the main lobby, gift 
shop and public rooms on the first floor of the central’ building. 


138 


next summer, will feature a 12- 
foot wide terrace along the entire 
south side of the building. A sun 
room to be screen-enclosed in the 
summer and glass-enclosed in win- 
ter, a sanitary soft food kitchen 
and modern formula room, bathing 
rooms and a specially designed 
playroom have been planned for 
the nursery. 

The three-story and basement 
hospital addition will house the 
obstetrical service and children’s 
ward, and will provide extra stor- 
age space for the rest of the hos- 
pital. Sister Clare Dolores is direc- 
tor of St. Vincent’s Hospital. Total 
costs of the new construction will 
amount to about $300,000. 


Chapel Dedication 


Ceremonies were held late in 
November to dedicate the new 
Danforth Chapel in Barnes Hospi- 
tal, St. Louis. Bishop Ivan Lee 
Holt, presiding bishop of the Meth- 
odist church in the St. Louis area, 
conducted the ceremony. 

The chapel is named for the do- 
nor, William H. Danforth, board 
chairman of the Ralston Purina 
Company. With a seating capacity 
of 50 people, the chapel is equipped 
with a small electric organ, built- 
in lighting and a ceiling of acous- 
tical material. Large art windows 
on either side of the chapel en- 
trance are to be perpetually 
lighted. 

Dr. Frank R. Bradley is director 
of Barnes Hospital. The chaplain 
at Barnes, Rev. George A. Bowles, 
assisted in the dedication service. 


Bedford County Hospital 


Opening of the new Bedford 
County Memorial Hospital in Bed- 
ford, Pa., has been scheduled for 
March 1, now that a $300,000 fund- 
raising campaign has been com- 
pleted successfully. The total cost 
of the hospital, including furnish- 
ings, will be $1,224,000. 

With facilities for 88 patients, 
the hospital will. have two major 
and one minor operating rooms. 
The administrator is William A. 
Dawson. 


New Jersey Affiliates 


The affiliation of a fourth New 
Jersey hospital, Mountainside Hos- 
pital in Montclair, has been an- 
nounced by New York University- 
Bellevue Medical Center, New 
York City. A total of 11 hospitals 
in Pennsylvania, Connecticut, New 
Jersey and New York are now par- 
ticipating members of the medical 
center’s regional hospital plan?“*~ 

Under the plan, members of the 
intern staff at affiliated hospitals 
have the opportunity of training 
at the medical center, and faculty 
members from the center partici- 
pate in clinical conferences or hoid 
seminars for the staff at the out- 
lying hospitals. 

Dr. Clarence E. de la Chapelle 
directs the medical center’s re- 
gional hospital plan. Directors of 
the two recently affiliated hospitals 
are Dr. H. M. Wortman at Moun- 
tainside Hospital and Dr. Edward 
M. Bernecker, administrator at 


New York University-Bellevue ~ 


Medical Center. 






















Veterans Administration Hospital, Wilkes-Barre, Pa. Extensive fa-” 
cilities for mental patients and limited facilities for women vet- 
erans and patients with contagious diseases have been provided in 
the Il-story general hospital. The above picture is a rear view. 
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Attention: Mr. Hausted 








Heausted Manufacturing Co. 
Kedina, Ohio 


Dear Mr. Hausted: 


: : | for dozens of 
teher fulfilis all the claims and more hospital table and chair uses! 










report that the stre 
which were made for it by your seiesran before purchase. 





























used it are very enthusiastic 
ely increases the safety factor 
a to transfer the patient from 
from bed to the operating rocme 








The nurses and al] who have 
over it. Ve find it definit 
and lessens the work require 
tin operating roan to bed and 





AMERICAN FOLDING CHAIRS 
for rooms, wards, offices, dining rooms, chapels, dormitories 


r steel-tubing frame, 
solid-steel cross braces. No. 54: Com- 
fortable—extra wide formed plywood 
seat, 1596" = 15%”, walnut stained, 
durably lacquered. Metal parts in 


baked enamel. Safe—can’t tip forward; 
no snagging, OF pinching hazards. 
Convenient—folds easily and quietly, 
easy to store. Long-life rubber feet. 
(Also No. 56, upholstered in imitation 
leather, for chapels, and No. 53, all 
steel, for outdoors oF indoors.) 






Very truly yours, 


John F. Browmsberger, !.! 
Chief of Surgery, Washington Sen. & Hosp. 










Strong triangula’ 

















































ENVOY CHAIRS and 
for training Classes 


Envo ° 
Y chairs c P 
ance, ombine f : 
exceptional y? light ome 
steel frames wurability. The mone: 


TABLET-ARM CHAIRS 











THE HAUSTED WHEEL STRETCHER 


“Increases the Safety Factor 
and Lessens the Work Required!” 


In the letter abov 
e, Dr. Brownsb 
the W sberger, Chief of S 
“Easy eg a Sanitarium and Hospital, says that siecdaanes 
The Hausted sa Pimageen “fulfills all the claims and on » 
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C ~ 1S ideal 
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“arm chair field 








AMERICAN all-purpose UNIVERSAL TABLE No. 130 








The “Easy Lift” stretcher 
combines the features of sev- 
eral old type units. No longer 
need hospitals buy several 
Pieces of equipment to trans- 
fer patients. 


WRITE FOR DESCRIPTIVE 
LITERATURE AND PRICES 









for dining rooms, 


N dormitories, offices, libraries 





wherever good appearance, cone 
desired at moderate price. Top 18 
n, durably lacquered; steel 
No corner legs to interfere 
d four heights, with or 
Rubber shoes available. 


write Dept. A 


table for use 

venience and durability are r 
heavy, cored-plywood constructio 
end standards; solid metal glides. 
with knees. Available in four sizes ani 
without plywood book compartments. 

For details on all these products, 


The perfect 
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Third Quarter Growth 


During July, August and Sep- 
tember 1950, Blue Cross plans en- 
rolled 813,709 members, the second 
largest third quarter increase in 
membership in Blue Cross history. 
At the end of the quarter there 
were close to 39,400,000 persons in 
Blue Cross plans, according to the 
Blue Cross Commission of the 
American Hospital Association. 

Leading all plans in third quar- 
ter enrollment was Michigan Hos- 
pital Service, with headquarters in 
Detroit. That plan enrolled 273,000 
persons, an increase of 14.53 per 
cent. Arkansas Medical and Hospi- 
tal Service, Little Rock, had the 
largest percentage growth with an 
increase of 16.07 per cent, a gain 
of 6,217 members. 

Based on the 1950 United States 
census, the 83 Blue Cross plans 
serving 47 states and the District 
of Columbia have enrolled 24.34 
per cent of the population. This is 
an increase of 0.47 per cent over 
the second quarter growth for 1950. 











SS 


X-RAY 
| PROTECTION 


LIGHT-PROOF 
SHADES 


Logical facilities for every 
purpose and requirement 
in which x-ray protection 
and light-proofing is a 
valid consideration. 


@ 
WRITE TODAY 
for Literature 
€ 
Ray Proof Corporation 


513 West 54th Street 
New York 19, N. Y. 

















Professional Relations 


“Prescription for profitable pro- 
fessional relations” will be the 
theme for the first Blue Cross-Blue 
Shield hospital and physician rela- 
tions conference, to be held in Chi- 
cago, February 1-3. Conference 
programs which have been sent to 
the Blue Cross plans indicate that 
the workshop technique will be 
used. 

Following the opening general 
session, delegates will divide into 
five or six small groups and meet 
with the same group for three ses- 
sions. 

On the closing day, staff mem- 
bers of Associated Hospital Service 
of Philadelphia will present a new- 
ly developed program for uniform 
hospital admissions and accounting 
procedures. 


Blue Print for Health 


The Blue Cross Commission’s 
public relations magazine, Blue 
Print for Health, is four years old 
with the Winter, 1950-51, issue. 
Since the first issue it has grown 
from 16 to 20 pages in length and 
has a circulation of close to 208,000 
copies, or 38,500 copies short of the 
leading publication in the health 
and hygiene field, Today’s Health. 

A digest type of publication, Blue 
Print is planned for the general 
reading public, men, women and 
children, who generally read no 
other health magazine. Copies are 
distributed through the Blue Cross 
plans to plan members, schools and 
public libraries, and to representa- 
tives of all community groups. 





CURRENT LISTING OF 
NEW ASSOCIATION MEMBERS 











NEW INSTITUTIONAL MEMBERS 


ALABAMA 


Brewton—Escambia County Hospital | 
Montgomery—Professional Center Hospital 


ARIZONA 
Florence—Pinal General Hospital 


CALIFORNIA 


Auburn—Highland General Hospital 
Los Angeles—Lincoln Hospital 
Santa Cruz—Santa Cruz Hospital Company 


GEORGIA 
Dawson—Terrell County Hospital 


ILLINOIS 


Lawrenceville—Lawrence County Memo- 
rial Hospital 

Sandwich—Horatio N. Woodward Memo- 
rial Hospital 


Winfield—Zace Sanitorium, Inc. 


KENTUCKY 
Lexington—Our Lady of the Oaks Hospital 


LOUISIANA 
Alexandria—St. Francis Cabrini Hospital 
New Orleans—Crippled Childrens’ Hospi- 

tal 


MINNESOTA 
Farmington—Sanford Hospital, Inc. 
Nopeming—Nopeming Sanatorium 
Red Wing—Red Wing Hospital : 
Triumph—Triumph-Monterey Community 

Hospital 


NEBRASKA 
Osmond—St. Joseph Hospital 


NEW YORK 
Brooklyn—St. Mary’s Hospital of the City 
of Brooklyn 


OHIO 
Napoleon—S. M. Heller Memorial Hospital 
New Philadelphia—Tuscarawas Valley 
Sanatorium °* 


PENNSYLVANIA 
Williamsport—Divine Providence Hospital 


SOUTH CAROLINA 
Beaufort—Beaufort County Hospital 


TEXAS 
Beaumont—Palms Hospital ; 
Coleman—Overall Memorial Hospital | 
Dallas—Oak Lawn Medical and Surgical 

Clinic Hospital sat ; 
Winters—Winters Municipal Hospital 


WISCONSIN 
Hawthorne—Middle River Sanatorium 


CANADA 
Ontario—Cornwall-Cornwall General Hos- 
pital 


PERSONAL 


Alexander, R. H.—Admin.—Sheyenne Me- 
morial Hospital—Valley City, N. Dak. 
Anderson, Bruce R.—Arch.—Little Rock, 

rk. 

Atwood, Elbridge L.—Arch.—Atwood As- 
sociates—Boston 

Bates, LeRoy Everett, M.D.—Student, 
School of Hosp. Admin.—University of 
California—Berkeley 

Bloom, Donald A.—Comptroller— Wesley 
Memorial Hospital—Chicago 

Brown, Clifford Allen—Admin. Res.—Roy- 
al Victoria Hospital—Montreal, Canada 

Cocks, Charles E., Jr., Col. MC USA—Stu- 
dent—School of Public Health—Univer- 
sity of California—Berkeley ; 

Coen, James J., Capt. USAF MSC—Adju- 
tant and Registrar—Station Hospital, 
Olmsted AF Base—Middletown, Pa. 

Dale, Harold E.—Admin. Res.—San Jose 
(Calif.) Hospital , ' 

Downey, Ann C., R.N.—Dir. of Nursing 
and Asst. Admin.—Ryburn Hospital—Ot- 
tawa, Ill. 

Faber, Donald A.—Student, School of 
Hosp. Admin.—University of California 
—Berkeley ; 

Georgette, Charles J—Admin. Asst.—The 
Queen’s Hospital—Honolulu, T. H. | 

Grolock, William A.—Partner—Jamieson 
& Spearl, Arch.—St. Louis 

Gruzen, B. Sumner—Partner—Kelly & 
Gruzen—New York City 

Haas, Anthony F.—Admin. Off—U. S. Ma- 
rine Hospital—San Juan, P. R. 

Harbage, Minerva—Special Nutrition Con- 
sultant—Ohio Department of Health— 
Columbus 

Henderson, Will J.—Student, School of 
Hosp. Admin.—University of California 
—Berkeley 

Mainguy, James Wishart—Admin. Res.— 
The Genesee Hospital—Rochester, N. Y. 

Mattison, Dale C—Admin. Res.—St. Bar- 
nabas Hospital—Minneapolis 

Neufeld, Joseph—Registered Arch.—New 
York City 

Olson, Vendela E., M.D.—Dir. of Profes- 
sional Services—St. Luke’s Hospital— 
New York City 

Roop, Daniel M.—Plant Engineer—New 
England Medical Center—Boston 

Sister Mary Bernadine—Supt.—Holy Cross 
Hospital—Detroit : 

Smith, Moreland Griffith—Member of Firm 
—Sherlock, Smith & Adams, Inc.—Mont- 
gomery, Ala. : 

Tandatnick, Isidore, M.D.—Asst. Dir. of 
Professional Affairs—Jewish Hospital of 
Brooklyn. 
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